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Durable Medical Equipment (DME) and
Supplies

Program Overview

The Colorado Medical Assistance Program covers Supplies and Durable Medical Equipment
(DME) as described in this manual. Durable Medical Equipment is defined as equipment that
can withstand repeated use and that generally would be of no value to the member in the
absence of a disability, illness, or injury. This manual gives a summary of the covered DME
benefits and is periodically modified as new billing information is implemented. Therefore, the
information in this manual is subject to change.

The definitive list of covered diagnosis and procedure codes is located in the Supply Healthcare Common
Procedure Coding System (HCPCS) Codes provided in this manual, which the Colorado Medical Assistance
Program updates and makes available to all enrolled DME providers annually. Providers should consult the
current Supply HCPCS Codes included in this manual for updated benefit coverage, limitations, and prior
authorization request (PAR) requirements. Providers may refer to the Code of Colorado Regulations, Program
Rules (10 CCR 2505-10 Section 8.590), for specific regulations and guidance on providing the DME benefit.

The Department of Health Care Policy and Financing (the Department) periodically modifies billing
information. Therefore, the information in this manual is subject to change, and the manual is updated as
new billing information is implemented.

Eligible Providers

Providers must be enrolled as a Colorado Medical Assistance Program provider in order to:
e Treat a Colorado Medical Assistance Program member
e Submit claims for payment to the Colorado Medical Assistance Program

Note: For members with primary insurance refer to the PAR submission instructions below.

Prescribing Providers

Supplies and DME must be prescribed by a physician, physician assistant or nurse practitioner. The
prescription must be within the scope of the prescribing provider’s license.

Supply/Equipment Providers

Supply providers may be either enrolled pharmacies or durable medical equipment supply companies.

Pharmacies: In state or border pharmacies will be automatically enrolled as a DME supplier upon approval of
pharmacy application.

Mail order pharmacies do not qualify to provide DME/Supplies. Pharmacies with less than 5% of total revenue
received from DME are not required to obtain Medicare accreditation.

All DME providers must provide proof of Medicare accreditation with the exception of pharmacy and orthotics and
prosthetics providers.

Out of state DME providers may only provide services for crossover Medicare/Medicaid members or have a
specialized product that cannot be obtained through an in-state DME provider.
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The rendering provider must retain the member’s prescription for services and related documentation for at least
six (6) years, and make it available for audit by the Department of Health Care Policy and Financing (the
Department) and its agents or representatives.

Covered Benefits

Supplies and DME must be medically necessary and prescribed by an authorized prescriptive authority for use by
an eligible members. The following are categories of covered benefits and are further outlined in this section.
Additional equipment and supply items are listed in the Supply HCPCS section of this manual.

Durable Medical Equipment (DME)

DME refers to equipment that can withstand repeated use and allows member accessibility in the home and
community. DME is covered in the following categories

Inexpensive or Routinely Purchased: These items are purchased for a recipient.
Capped Rental/Purchased Equipment: These items are rented or purchased as follows:

a. Theitem is rented if the physician, physician assistant, or nurse practitioner documents that the
anticipated need is six months or less.

b. The item may be rented or purchased if the physician, physician assistant, or nurse practitioner
documents that the anticipated need exceeds six (6) months.

Once rental is initiated on an item, a subsequent request for prior approval of purchase of that item must be
accompanied by additional supporting documentation validating the need for purchase. Rental
reimbursements may not exceed the purchase price of the item. Once the purchase price of the item is
reached, the rental will be considered purchased and no additional reimbursement will be made. Some
items are rental only.

Example: If the monthly rental for an item is $30 and the new purchase price is $200, the Colorado
Medical Assistance Program will pay six (6) full months of rental, plus no more than $20 in the seventh
month of rental. At that time, the item becomes the property of the recipient, and no more rental
payments are made.

Equipment Requiring Frequent and/or Substantial Servicing: Most equipment will convert to purchase
when purchase price is met. Exceptions to this policy include:

a. Oxygen Equipment
b. Specialized high-complexity hospital beds

Supplies
Related Medical Supplies

Supplies accompanying DME that has been prescribed and is currently being used by the member are
covered.
Rebates

If a rebate is available the provider must reflect Usual and Customary charge minus the rebate received or
anticipated from the manufacturer.
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Disposable Supplies

Disposable supplies, including gloves, are a benefit the Colorado Medical Assistance Program for use by
the member in his/her home. With the exception of gloves, the Home Health agency is responsible for
providing all supplies necessary to meet the universal precaution requirement during a visit.

Enteral Nutrition Products

Enteral nutrition (EN) refers to medical formula/solutions when ordered by a physician, physician
assistant, or nurse practitioner and provided according to standards of practice. The allowance for all
items includes delivery to a member’s residence. Equipment, supplies, and nutrients for enteral
feeding or food supplements are a benefit when prior authorized.

Durable Medical Equipment providers should request that members participate in the Women, Infants &
Children (WIC) program as a primary resource for medically necessary enteral nutrition products. Enteral
nutrition products prescribed over the WIC limit are a covered benefit. Providers have the option of
requesting a three (3) month PAR for members in the process of applying for WIC. After WIC determination
is completed, provider may then submit a new PAR for one (1) year less one day.

PARs and claims must identify the calculated number of units as specified in the current Supply HCPCS
Codes section of this billing manual. Nutritional supplements are not for replacement of conventional foods
or for use as a convenience item.

A Home Intravenous (IV) Equipment

Home Intravenous (IV) equipment is a DME benefit for administration of Total Parenteral Nutrition
(TPN), administration of antibiotics, maintenance of electrolyte balances, hydration, or other
medications.

The home IV therapy solutions and medications in this manual that are indicated as a home mix
are a pharmacy benefit. The following HCPCS codes must be provided by a pharmacy per
pharmacy billing requirements using a rebateable National Drug Code (NDC): B4164, B4168, B4172,
B4176, B4178, B4180, B4186, B4189, B4193, B4197, B4199, B4216, B5000, B5100, B5200. These codes
are only reimbursed as supply benefit for crossover claims when provided as an inpatient therapy for full
benefit Medicare-Medicaid members.

Diabetic Supplies

Diabetic Supplies including glucose testing meters, test strips and other related supplies are a benefit with a
prescription from a physician, physician assistant or nurse practitioner. Diabetic supplies are available for
insulin, and non-insulin dependent members. Diabetic supplies MUST be billed as DME/Supply.
Pharmacies billing supply must follow supply billing procedures and will not be reimbursed if billed as
pharmacy or using NDC codes.

Incontinence Products or Briefs

The prescribing practitioner’s prescription must include incontinence as a condition of a primary or
secondary diagnosis in order for the member to qualify for reimbursement by the Colorado Medical
Assistance Program. COMBINATION LIMIT: Diapers or briefs for children 0-4 years old are an expected
childhood expense and are not a Colorado Medical Assistance Program benefit. Products are limited to
240 per calendar month in any combination of diapers, liners, and undergarments. Medically necessary
usage above that amount requires prior authorization. Incontinence wipes are not a benefit.

Oxygen Contents and Oxygen Delivery Systems

Oxygen contents and delivery systems must be billed by the supply provider.
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Prosthetics and Orthotics

Prosthetics and orthotics are a covered Colorado Medical Assistance Program benefit for eligible members.
The benefit includes items such as breast prostheses, braces, artificial limbs, implants, augmentative
communication devices and orthopedic shoes for diabetic members. Some services require prior
authorization.

Wheelchair Purchase (Manual, Power and Scooter)

All wheelchair purchases require prior authorization and must be accompanied by a signed letter of medical
necessity from a physician, physician assistant or nurse practitioner. Customized items must be identified
separately and included in the letter of medical necessity.

Members who meet medical criteria guidelines may receive one primary wheelchair and, when deemed
necessary, one secondary/backup wheelchair within a five-year time period. Replacement of stolen
equipment requires a police report that conforms to criteria outlined in the Colorado Revised Statutes.

Billing for Wheelchairs:

e Providers must retain record of the serial number for each approved item. ALL electronic and paper
claims for wheelchairs must be submitted with the serial number of the equipment that was
approved on the PAR.

¢ Primary and secondary/backup wheelchairs are identified by the unique PAR approval and serial
numbers and should be indicated on all wheelchair claims to avoid duplicate claim denials. Providers
should NOT submit claims with the 76 modifier, as it is not a valid DME modifier for the Colorado
Medical Assistance Program.

e Beginning April 1, 2014, all prior authorization requests and claims for secondary/backup
wheelchairs must be submitted with a TW modifier. All components associated with the secondary
or backup wheelchair must also contain the TW modifier.

Wheelchair Equipment Repair (Manual & Motorized)

Wheelchair and equipment repair costs are a Colorado Medical Assistance Program benefit when the
member owns the equipment and the repair cost does not exceed the equipment’s replacement cost. PARs
for wheelchair repair no longer require a prescription or signature from the physician.

Prior Authorization for Repairs:

A PAR is required for EACH wheelchair repair item. Prior Authorization Requests submitted with multiple
repairs will be denied. The following information must be included in the request; requests lacking any of the
following information will result in a denial or will be returned to the provider for the missing information:

e Wheelchair type indication: manual or motorized; and
¢ Manufacturer, make, and model; and

e Serial number: PARs for equipment repair must identify the serial number of the
equipment in field 12 or 30 (paper) or field 12 (electronic) on the PAR form; and

¢ If available, please include the original wheelchair purchase date or PAR; and
e If the repair is for a secondary/backup wheelchair, the PAR and claim must contain the TW modifier.

Note: Wheelchair repairs for members residing in a nursing facility may be covered if the wheelchair was
owned by the member prior to entering the facility. In this instance, the PAR must indicate that the member
is residing in the nursing facility by checking “yes” in the appropriate field on the PA request. The PAR will
not be processed without this disclosure.
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Billing for Repairs:

Providers must retain record of the serial number for each approved repair item. The serial number must
also be included on the CMS 1500 claim form in field 30 for all paper claims.

Transcutaneous or Neuromuscular Electrical Nerve Stimulators (TENS or
NMES)

TENS or NMES require a 2-month trial rental period. A PAR is required for the rental or purchase of a TENS
or NMES unit. This benefit requires the use of Questionnaire #9.

Augmentative and Alternative Communication Devices (AACDSs)

The AACD Benefit Coverage Standard has been incorporated by reference to the Durable Medical
Equipment and Disposable Medical Supplies rule 10 CCR 2505-10, §8.590.2.S, effective September 30,
2013. This coverage standard contains important information on updated prior authorization requirements
and guidelines for providing tablet computers, which is an addition to the communication device options
covered by Medicaid.

Please refer to the AACD Benefit Coverage Standard for detailed coverage guidelines and prior
authorization requirements located on the Department’s website (colorado.gov/hcpf)=> For Our
Stakeholders = Committees, boards, & collaboration - Boards & Committees = Benefits Collaborative
—>Approved Benefit Coverage Standards.

Special Considerations

DME Rental

Unless specifically noted, the first month of equipment rental does not require prior authorization. The
provider must use modifier -KH (first month’s rental) in the modifier column on the claim form and one unit
of service per procedure code. There may be a financial cap on rental items. If the total cost for rental of any
item reaches the cost of purchase, the item will be converted to a purchase unless otherwise specified.
Rental amounts in excess of purchase amounts are subject to recovery.

Used/Refurbished DME

Supply providers have the option to request refurbished durable medical equipment. Equipment may be
donated, passed down from a sibling or purchased from a durable medical equipment provider post
refurbishment. All refurbished equipment requires a PAR.

The durable medical equipment provider must guarantee that the equipment provided to the member is in
“like new” condition, and that any modifications are made prior to the delivery of the equipment. The cost of
repairs or modifications must not exceed the cost of replacement equipment. The provider will maintain a
one (1) year limited warranty that covers all necessary parts or repairs. Comparison pricing for new
equipment must be included in the PAR documentation. PAR documentation must include the make, model,
and serial number of equipment. The Used Equipment (UE) modifier must be used on all used equipment.

Examples of allowable used or refurbished equipment are:

e Manual Wheelchairs

e Power Operated Vehicles (Scooters)

o Power Wheelchairs

¢ Hospital Beds (Frame only, new mattress must be purchased)
e Lifts

Revised: 12/14 Page 5



https://www.colorado.gov/pacific/hcpf/benefits-collaborative-benefit-coverage-standards

COLORADO MEDICAL ASSISTANCE PROGRAM DURABLE MEDICAL EQUIPMENT AND SUPPLIES PROVIDER REFERENCE MANUAL

e Augmentative Communication Devices

Dates of Service After the Death of a Medicaid Member

The Colorado Medical Assistance Program will reimburse supply providers for durable medical rental
equipment, oxygen, and bulk supplies that are drop-shipped to the member’s home for services rendered
during the month of the member’s death. The Colorado Medical Assistance Program will make recoveries
for other services following the date of the member’s death, or for rental and bulk supplies billed after the
month of the member’s death.

Shipped Supplies

Member must be contacted prior to shipping to ensure member information is correct. Members may not be
charged for costs associated with shipping and handling.

Pricing
Maximum Purchase Amount

Priced Code: Purchase amount is available up to the maximum identified dollar amount listed on the fee
schedule. This is not a guarantee of the printed amount if the actual cost of the item is less. No additional
handling, shipping, or tax charges may be billed.

MSRP or Invoice Pricing: Fee schedule items that require manual pricing are reimbursed using the
manufacturer suggested retail price (MSRP) or invoice methodology. Current pricing can be found in 10
CCR 2505-10, Section 8.590.7.1 of the Colorado Medical Assistance Program rules regarding DME and
Supplies.

*Please note: The above listed maximum allowable purchase and rental price is subject to change. For
current pricing, please refer to the Rates & Fee Schedules section on the Provider Services web page of the
Department’s website at colorado.gov/hcpf. Quotes are not allowed for pricing at any time.

Maximum allowable rental price

Priced Code: Rental benefit is available up to the identified dollar amount maximum listed on the fee
schedule. This is not a guarantee of the printed amount if the actual cost of the item is less. Accessories,
maintenance, and repairs are inclusive in the cost of the rental item.

Per PAR: Rental payment is based upon attachment of a manufacturer's invoice to the PAR.
Reimbursement will be determined at the time of PAR approval as a percentage of invoice cost. A copy of
the PAR must be attached to each submitted claim only if the PAR indicates the amount of reimbursement
allowable in the Comments field. Otherwise, claims can be billed through the electronic media system. All
approved prior authorized miscellaneous codes approved for rental must have a copy of the approved PAR
attached to each submitted claim.

*Please note: The above listed maximum allowable purchase and rental price is subject to change.
Please refer to the fee schedule on the Provider Services web page of the Department’s website at
colorado.gov/hcpf for current pricing. Quotes are not allowed for pricing at any time.

Prior Authorization Requests (PARSs) for Supplies and DME

Some supply items and most DME items require prior authorization. A member may be required to receive
an occupational therapy evaluation to determine appropriateness of prescribed equipment such as
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motorized chairs and lift chairs. This manual contains a detailed list of prior authorization requirements as
well as the correct form and mailing address for each PAR.

Prior Authorization Requests must be submitted and approved before services are rendered. The service
must be rendered by the identified supplier on the approved PAR. Services rendered must match the
approved services exactly.

Approval of a PAR does not guarantee Colorado Medical Assistance Program payment and does not
serve as atimely filing waiver. Prior authorization only assures that the approved service is a medical
necessity and is considered a benefit of the Colorado Medical Assistance Program. All claims, including
those for prior authorized services, must meet eligibility and claim submission requirements (e.g., timely
filing, detailed provider information, detailed description of medical necessity, all required attachments
included, etc.) before payment can be made.

PAR Submission

All PARs must be submitted by the supply provider that intends to submit the claim for the service and have
an attached prescription from the prescribing authority and any other required documentation. Each PAR
must include the name and phone number of the member’s Primary Care Physician (if
applicable). PAR requests for members with a non-Medicaid primary care physician
must include the primary care provider’s National Provider Identifier (NPI), contact
information and note in the “comment” section stating that the referring provider is not
a Colorado Medical Assistance Program provider and prescriptive authority has been
verified. Pharmacies and providers shall not charge a member for items covered as a
Colorado Medical Assistance Program benefit. This includes but is not limited to blood
pressure monitors, blood glucose monitors, walkers, canes, nutritional supplements,
and incontinence products.

Prior Authorization Request dates typically have a date span for one year less one day. Exceptions for
decreased span dates less than one year are allowed in certain circumstances such as short term rental or
WIC application period. Dates must not exceed one year and must match the dates on individual line items
or the PAR will be denied.

All PARs and revisions processed by the ColoradoPAR Program must be submitted using CareWebOQl
(CWQI). Prior Authorization Requests submitted via fax or mail will not be processed by the ColoradoPAR
Program and subsequently not reviewed for medical necessity. These PARs will be returned to providers
via mail. This requirement only impacts PARs submitted to the ColoradoPAR Program.

The electronic PAR format will be required unless an exception is granted by the ColoradoPAR Program.
Exceptions may be granted for providers who submit five (5) or less PARs per month.

To request an exception, more information on electronic submission, or any other questions regarding
PARs submitted to the ColoradoPAR Program, please contact the ColoradoPAR Program at

1-888-454-7686 or refer to the Department’s Colorado PAR Program web page

PAR Review and Notification

The actual number of units approved for any item may be reduced or increased by the reviewer evaluating
the PAR.

Once review is complete, the status of a PAR (approved, partially approved. or denied) is available through
the Colorado Medical Assistance Program Secure Web Portal (Web Portal). In addition, both the provider
and the member receive a letter indicating whether or not the services were authorized. The letter will
include a PAR number that must be included on the claim.
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Submitting Claims after PAR Approval

Providers must receive an approval for all items/services that require a prior authorization before submitting
a claim.

Once prior authorization is received, claims should only include the approved PAR number and, if
applicable, the serial number of the approved equipment. In most cases, it is not necessary to submit a
copy of the approved PAR. Providers will be notified if a copy of the approved PAR is needed.

Questionnaires

All guestionnaires are located in the Provider Services Forms section of the Department’s website.
Complete the corresponding questionnaire needed. Follow the links to the location.

colorado.gov/hcpf-> For Our Providers—>Provider Services—>Forms->DME-Supplies Questionnaires

Record Keeping

Supply providers must maintain the records described below for all items provided to member. Supply
providers must keep the information for 6 years, and provide a copy of any documentation to the
Department and member or his/her representative upon request.

1. Prescribing practitioner’s prescription(s);

2. Approved prior authorization requests;

3. Additional documentation received from physicians or other licensed practitioners;
4. Documentation that the member or caregiver has been provided with the following:
¢ Manufacturer’s instructions;

e Warranty information;

e Registration documents;

e Service manual; and

e Operating guides.

L o

5. Documentation on all reimbursed equipment, which shall include:
¢ Manufacturer's name and address;
e Date acquired,;
e Acquisition cost;
e Model number;
e Serial number; and
e Accessories, attachments or special features included in the item.

6. Verification that equipment requiring repairs belongs to the presenting member.

National Provider Identifier (NPI)

The Health Insurance Portability and Accountability Act (HIPAA) requires that covered entities (i.e., health
plans, health care clearinghouses, and those health care providers who transmit any health information
electronically in connection with a transaction for which the Secretary of Health and Human Services has
adopted a standard) use NPIs in standard transactions.

Revised: 12/14 Page 8


https://www.colorado.gov/pacific/hcpf/provider-forms
https://www.colorado.gov/pacific/hcpf/provider-services
https://www.colorado.gov/pacific/hcpf/provider-forms

COLORADO MEDICAL ASSISTANCE PROGRAM DURABLE MEDICAL EQUIPMENT AND SUPPLIES PROVIDER REFERENCE MANUAL

General Billing Information

All of the requirements for member eligibility and proper claim submission must be met before
reimbursement will be made. The provider is responsible for verifying the member's eligibility status on the
date of service, securing appropriate physician authorizations, correct coding and billing information.

Failure to use the proper coding when billing may result in claims being denied or may place the provider in
jeopardy of recovery actions and/or state or federal civil sanctions. Use procedure codes and modifiers as
instructed in this manual.

Paper and Electronic Billing

Paper Claims for All Billing Types

Electronic claims format shall be required unless hard copy claims submittals are specifically
authorized by the Department. Requests may be sent to the Department’s fiscal agent, Xerox State
Healthcare, P.O. Box 90, Denver, CO 80201-0090. The following claims can be submitted on paper
and processed for payment:

e Claims from providers who consistently submit five (5) claims or fewer per month (requires
prior approval)

¢ Claims that, by policy, require attachments
¢ Reconsideration claims

Paper claims do not require an NPI, but do require the Colorado Medical Assistance Program provider
number. Claims submitted on paper without pre-approval are processed, denied, and marked with the
message “Electronic Filing Required.”

Electronic Claims

Instructions for completing and submitting electronic claims are available through the
following:

= X12N Technical Report 3 (TR3) for the 837P, 8371, or 837D (wpc-edi.com) .

= Companion Guides for the 837P, 837I, or 837D in the Provider Services section !
of the Department’s website =

= Web Portal User Guide (within the Web Portal)

The Colorado Medical Assistance Program collects electronic claim information interactively through Web
Portal or via batch submission through a host system. Please refer to the General Provider Information
manual (Colorado.gov/hcpf) = For Our Providers - Provider Services - Billing Manusl - CMS 1500 for
additional electronic billing information.

Using Modifiers

Modifiers are used with HCPCS codes to describe circumstances that may change or alter payment. Refer
to the approved modifiers for use with DME procedure codes in field locator 19c in the Paper Claim
Reference Table section.

The following modifiers are approved for use with DME procedure codes and must be used when
applicable:

22 Increased Procedural Services
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52 Reduced Services

BO Orally administered nutrition, not by feeding tube

KH DMEPOS item, initial claim, purchase or first month rental
Kl DMEPQOS item, second or third month rental

KR Rental item, billing for partial month

MS  Six month maintenance and servicing fee for reasonable and necessary parts and labor which are
not covered under any manufacturer or supplier warranty

RR Rental (use the RR modifier when DME is to be rented)
SC Medical Necessary Service or Supply (to be used with MSRP priced codes only)

TT Individualized service provided to more than one patient in same setting
TW  Secondary or back-up equipment
uB Invoice cost

UE Used Equipment

Actual acquisition costs are defined as the manufacturer’s list price for the item less any standard trade
discount applied to lower the actual cost to the provider, but excluding any time sensitive or otherwise
conditional discounts available to the provider. Misrepresentation of actual acquisition costs could result in
State or Federal, civil, or criminal sanctions.

Pricing for Supplies and DME

There are three ways to determine the price for supplies and DME: the Fee Schedule, the Manufacturer’s
Suggested Retail Price (MSRP), and By Invoice.

Fee Schedule

Supplies and DME that are on the Fee Schedule have a maximum allowable reimbursement. These items
are reimbursed at the lesser of submitted charges or the Fee Schedule amount.

If the cost of the supply or DME is less than the maximum allowable rate listed on the Fee Schedule, the
provider must submit claim for the actual cost.

Manufacturer Suggested Retail Price (MSRP)

If there is no maximum purchase price listed on the Fee Schedule, the provider is reimbursed the current
MSRP less the current percentage outlined in 10 CCR 2505-10, Section 8.590.7.
The provider must keep a copy of the item invoice and documented MSRP.

The documented MSRP must include the name of the provider's employee that
@ received and documented the MSRP, and the date the MSRP was received.

Member must be contacted prior to shipping to ensure member information is
correct.
¢ Providers may not submit for reimbursement either state sales tax collection or shipping costs.

e Providers must add the “SC” (Medical Necessary Service or Supply (to be used with MSRP priced
codes only) modifier when using the MSRP for pricing.

e Providers must attach a copy of the MSRP on all paper claims.
e Providers may not use MSRP pricing for procedure code A9901.
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Billing for “By Invoice” Services

DME/Supply items that have no Fee Schedule rate and no Manufacturer Suggested Retail Price (MSRP)
are reimbursed at the actual acquisition invoice cost plus the percentage amount outlined in 10 CCR 2505-
10 Section 8.590.7.

Claims submitted By Invoice must be submitted with the UB madifier. Invoiced claims submitted with
procedure code A9901 must be billed at the current rate per the actual acquisition cost of the products.

Procedure/HCPCS Codes Overview

The Colorado Department of Health Care Policy and Financing develops procedure codes that are
approved by the Centers for Medicare & Medicaid Services (CMS). The codes are used for submitting
claims for services provided to Colorado Medical Assistance Program members and represent services that
may be provided by enrolled certified Colorado Medical Assistance Program providers.

The Healthcare Common Procedural Coding System (HCPCS) is divided into two principal subsystems,
referred to as level | and level Il of the HCPCS. Level | of the HCPCS is comprised of CPT (Current
Procedural Terminology), a numeric coding system maintained by the American Medical Association (AMA).

The CPT is a uniform coding system consisting of descriptive terms and identifying codes that are used
primarily to identify medical services and procedures furnished by physicians and other health care
professionals. Level Il of the HCPCS is a standardized coding system that is used primarily to identify
products, supplies, and services not included in the CPT codes, such as ambulance services, durable
medical equipment, prosthetics, orthotics, and supplies (DMEPOS) when used outside a physician's office.
Level Il codes are also referred to as alpha-numeric codes because they consist of a single alphabetical
letter followed by 4 numeric digits, while CPT codes are identified using 5 numeric digits.

Paper PAR Instructional Reference

Field Label Completion Format Instructions

The upper margin of the PAR form must be left blank. This area is for authorizing agency use only.

Invoice/Pat Account Number Text Optional

Enter up to 12 characters (numbers, letters,
hyphens) that help the provider identify the
claim or member.

1. Member Name Text Required

Enter the member's last name, first name, and
middle initial exactly as it appears on the
eligibility verification.

Example: Adams, Mary A.

2. Member Identification 7 characters Required

Number This number consists of a letter prefix followed
by six numbers.

Example: A123456

3. Sex Check box Required
CIm [JF Enter an "X" in the appropriate box.
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Field Label

Completion Format

Instructions

4.

Date of Birth

6 digits

Required

Enter the member's birth date using a
MMDDYY format.

Example: January 1, 2012 = 010112

Member Address

Characters:
numbers and letters

Required

Enter the member's full address: Street, city,
state, and zip code.

Member Telephone
Number

Text

Optional
Enter the member’s telephone number.

Prior Authorization
Number

None

Leave Blank
This field is automatically system assigned

Dates Covered by This
Request

6 digits for From
date and 6 digits for
Through date

Optional

Enter the date(s) within which service(s) will be
provided. If left blank, dates are entered by the
authorizing agent. Authorized services must
be provided within these dates. Use the
MMDDYY format.

Example: January 1, 2012 — January 31, 2010
= From 010112 Through 013112

Does Member Reside in a
Nursing Facility?

Check Box
[ ]Yes []No

Required
Check the appropriate box.

10.

Group Home Name if
Patient Resides in a Group
Home

Text

Conditional
Complete if member resides in a group home.

Enter the name of the group home or
residence.

11.

Diagnosis

Text

Required

Enter the diagnosis code and sufficient
relevant diagnostic information to justify the
request. Include the prognosis. Provide
relevant clinical information, other drugs or
alternative therapies tried in treating the
condition, results of tests, etc., to justify a
Colorado Medical Assistance Program
determination of medical necessity. Approval
of the PAR is based on documented medical
necessity. Attach documents as required.

12.

Requesting Authorization
for Repairs

Text

Conditional

Complete if requesting repairs for equipment
owned by the member.

Enter the serial number of the equipment.
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Field Label

Completion Format

Instructions

13. Indicate Length of
Necessity

Text

Conditional

Complete if renting equipment. Provide best
estimate of how long equipment will be
needed.

14. Estimated Cost of
Equipment

Digits

Conditional

Complete if purchasing, replacing, or repairing
equipment. Provide best estimate of cost for
labor and replacement part(s) for repair or cost
for purchases.

15. Services To Be Authorized

None

Preprinted

Do not alter preprinted lines. No more than
five items can be requested on one form.

16. Describe Procedure,
Supply, or Drug to be
Provided

Text

Required

Enter the description of the service/procedure
to be provided. Include model number for DME
purchase or serial number for repair.

17. Procedure, Supply or Drug
Code

5 digits

Required

Enter the appropriate HCPCS code for each
item that will be billed on the claim form. The
authorizing agent may change any code.

The approved code(s) on the PAR form must
be used on the claim form.

18. Number of Services

Digits

Required

Enter the number of units for supplies, services
or equipment requested. If this field is blank,
the authorizing agent will complete with one
unit.

19. Authorized No. of Services

None

Leave Blank

The authorizing agent indicates the number of
services authorized which may or may not
equal the number requested in Field 18
(Number Of Services).

20. A=Approved
D=Denied

None

Leave Blank

Providers should check the PAR on-line or
refer to the PAR letter.

21. Primary Care Physician
(PCP) Name

Text

Conditional

Complete if member has a PCP. Enter the
PCP’s name as it appears on the current
eligibility verification.

Telephone Number

Text

Optional
Enter the PCP’s telephone number.
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Field Label Completion Format Instructions
22. Primary Care Physician Text Conditional
Address Complete if member has a PCP. Enter the
PCP’s complete address.
23. PCP Provider Number 8 Digits Conditional

Complete if member has a PCP. Enter the
PCP’s eight-digit Colorado Medical Assistance
provider number. This number must be
obtained by contacting the PCP for the
necessary authorization.

24. Name and Address of Text Required
Provider Requesting Prior Enter the complete name and address of the
Authorization physician requesting prior authorization (the
physician ordering/writing the prescription).
25. Name of Provider Who will | Text Required
Render Service Enter the name and telephone number of the

supplier who will render the service.

26. Signature Text Required

The prescribing authority must sign the PAR or
the prescription must be attached. If
prescription is attached notate “see attached.”
Do not send the original prescription; send a
photocopy on an 8%z x 11 sheet. The written
diagnosis must be entered in Field 11
(Diagnosis), even if a prescription form is
attached.

A rubber stamp facsimile signature is not
acceptable on the PAR.

Telephone Number Text Required
Enter the telephone number of the requesting
provider.

27. Date Signed 6 Digits Required

Enter the date the PAR form is signed by the
requesting provider.

28. Requesting Provider 8 Digits Required

Number Enter the eight-digit Colorado Medical
Assistance Program provider number of the
requesting provider.

Telephone Number Text Required

Enter the telephone number of the requesting
provider.
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Field Label Completion Format Instructions

29. Billing Provider Number 8 Digits Required

Enter the eight-digit Colorado Medical
Assistance Program provider number of the
billing provider. The rendering provider must
be enrolled in the Colorado Medical Assistance
Program.

30. Comments or Reasons For | None Leave Blank

Denial of Benefits Refer to the PAR response for comments
submitted by the authorizing agency.

31. PA Number Being Revised | Text Leave Blank

This field is completed by the authorizing
agency.
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Prior Authorization Request (PAR) Form
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Paper Claim Reference Table

Supply and DME claims are submitted on the CMS 1500 claim form or as an 837P transaction. The
following paper claim form reference table shows required fields and detailed field completion instructions.

CMS Field # Field Label Field is? Instructions
1 Insurance Type Required | Place an “X” in the box marked as Medicaid.
1a Insured’s ID Required | Enter the member’s Colorado Medical
Number Assistance Program seven-digit Medicaid ID
number as it appears on the Medicaid
Identification card. Example: A123456.
> Patient’s Name Required | Enter the member’s last name, first name,
and middle initial.
3 Patient’s Date of | Required | Enter the patient’s birth date using two digits
Birth / Sex for the month, two digits for the date, and two
digits for the year. Example: 070114 for July
1, 2014.
Place an “X” in the appropriate box to
indicate the sex of the member.
4 Insured’s Name | conditional | Complete if the member is covered by a
Medicare health insurance policy.
Enter the insured’s full last name, first name,
and middle initial. If the insured used a last
name suffix (e.g., Jr, Sr), enter it after the last
name and before the first name.
5 Patient’s Not
Address Required
6 Patient's Conditional | Complete if the member is covered by a
Relationship to commercial health insurance policy. Place
Insured an “X” in the box that identifies the member’s
relationship to the policyholder.
7 Insured’s Not
Address Required
8 Reserved for
NUCC Use
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CMS Field # Field Label Field is? Instructions
9 Other Insured’s | conditional | If field 11d is marked “yes”, enter the
Name insured’s last name, first name and middle
initial.
9a Other Insured’s | conditional | If field 11d is marked “yes”, enter the policy
Policy or Group or group number.
Number
9b Reserved for
NUCC Use
9 Reserved for
NUCC Use
ad Insurance Plan | conditional | If field 11d is marked “yes”, enter the
or Program insurance plan or program name.
Name
10a-c Is Patient’s Conditional | When appropriate, place an “X” in the correct

Condition box to indicate whether one or more of the

Related to? services described in field 24 are for a
condition or injury that occurred on the job,
as a result of an auto accident or other.

10d Reserved for
Local Use
11 Insured’s Policy, | conditional | Complete if the member is covered by a

Group or FECA Medicare health insurance policy.

Number Enter the insured’s policy number as it
appears on the ID card. Only complete if
field 4 is completed.

11a Insured’s Date Conditional | Complete if the member is covered by a

of Birth, Sex Medicare health insurance policy.

Enter the insured’s birth date using two digits
for the month, two digits for the date and two
digits for the year. Example: 070114 for July
1, 2014.
Place an “X” in the appropriate box to
indicate the sex of the insured.

11b Other Claim ID Not

Required

Revised: 12/14 Page 18




COLORADO MEDICAL ASSISTANCE PROGRAM

DURABLE MEDICAL EQUIPMENT AND SUPPLIES PROVIDER REFERENCE MANUAL

CMS Field # Field Label Field is? Instructions
11c Insurance Plan Not
Name or Required
Program Name
11d Is there another | conditional | When appropriate, place an “X” in the correct
Health Benefit box. If marked YES, complete 9, 9a and 9d.
Plan?
12 Patient’s or Required | Enter “Signature on File”, “SOF”, or legal
Authorized
Person’s signature. If there is no signature on file,
. leave blank or enter “No Signature on File”.
signature
Enter the date the claim form was signed.
13 Insured’s or Not
Authorized Required
Person’s
Signature
14 Date of Current | Conditional | Complete if information is known. Enter the
lliness Injury or date of iliness, injury or pregnancy, (date of
Pregnancy the last menstrual period) using two digits for
the month, two digits for the date and two
digits for the year. Example: 070114 for July
1, 2014.
Enter the applicable qualifier to identify which
date is being reported
431 Onset of Current Symptoms or lliness
484  Last Menstrual Period
15 Other Date Not
Required
16 Date Patient Not
Unable to Work Required
in Current
Occupation
17 Name of Not
Referring Required
Physician
18 Hospitalization | conditional | Complete for services provided in an

Dates Related to
Current Service

inpatient hospital setting. Enter the date of
hospital admission and the date of discharge
using two digits for the month, two digits for
the date and two digits for the year.
Example: 070114 for July 1, 2014. If the
member is still hospitalized, the discharge
date may be omitted. This information is not
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CMS Field # Field Label

Field is?

Instructions

edited.

Additional Claim

19 Information

Conditional

LBOD

Use to document the Late Bill Override Date
for timely filing.

Durable Medical Equipment

Complete for DME purchases, repairs, and
labor.

Enter the make, model and serial number of
the equipment.

20 Outside Lab?
$ Charges

Not
Required

21 Diagnosis or
Nature of Iliness
or Injury

Required

Enter at least one but no more than twelve
diagnosis codes based on the member’s
diagnosis/condition.

Enter applicable ICD indicator to identify
which version of ICD codes is being
reported.

9 ICD-9-CM
0 ICD-10-CM

22 Medicaid
Resubmission
Code

Conditional

List the original reference number for
resubmitted claims.

When resubmitting a claim, enter the
appropriate bill frequency code in the left-
hand side of the field.

7 Replacement of prior claim
8 Void/Cancel of prior claim

This field is not intended for use for original
claim submissions.

23 Prior
Authorization

Conditional

Complete for medical equipment and
supplies that require prior authorization. If
the procedure code requires prior
authorization, enter the prior authorization
from the approved Prior Authorization
Request (PAR). Do not combine services
from more than one approved PAR on a
single claim form. Do not attach a copy of
the approved PAR unless advised to do so
by the authorizing agency or the fiscal agent.
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CMS Field # Field Label Field is? Instructions
24 Claim Line Information | The paper claim form allows entry of up to
Detail six detailed billing lines. Fields 24A through

24J apply to each billed line.

Do not enter more than six lines of
information on the paper claim. If more
than six lines of information are entered, the
additional lines will not be entered for

processing.
Each claim form must be fully completed
(totaled).
Do not file continuation claims (e.g., Page
1 of 2).

24A Dates of Service | Required | The field accommodates the entry of two

dates: a “From” date of services and a “To”
date of service. Enter the date of service
using two digits for the month, two digits for
the date and two digits for the year.
Example: 010114 for January 1, 2014

From To
01|01 14
Or
From To

01|01 |14 01 |01]|14

Span dates of service
From To
01 (01|14 |01 31|14

Practitioner claims must be consecutive
days.

Single Date of Service: Enter the six digit
date of service in the “From” field.
Completion of the “To field is not required.
Do not spread the date entry across the two
fields.

Span billing: permissible if the same service
(same procedure code) is provided on
consecutive dates.

Durable Medical Equipment Rental

The “To” date of service must represent the
last date of the rental period.

24B Place of Service | Required | Enter the Place of Service (POS) code that
describes the location where services were
rendered. The Colorado Medical Assistance
Program accepts the CMS place of service
codes.
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CMS Field # Field Label Field is? Instructions

04 Homeless Shelter

11 Office

12 Home

15 Mobile Unit

20 Urgent Care Facility

21 Inpatient Hospital

22 Outpatient Hospital

23 Emergency Room Hospital
25 Birthing Center

26 Military Treatment Center
31 Skilled Nursing Facility
32 Nursing Facility

33 Custodial Care Facility
34 Hospice

41 Transportation — Land

52 Psychiatric Facility Partial
Hospitalization

53 Community Mental Health Center
54 Intermediate Care Facility — MR
60 Mass Immunization Center

61 Comprehensive IP Rehab Facility
62 Comprehensive OP Rehab Facility

65 End Stage Renal Dialysis Trtmt
Facility

71 State-Local Public Health Clinic
99 Other Unlisted

24C EMG Not
Required
24D Procedures, Required | Enter the HCPCS procedure code that
Services, or specifically describes the service for which
Supplies payment is requested.

All procedures must be identified with codes
in the current edition of Physicians Current
Procedural Terminology (CPT). CPT is
updated annually.

HCPCS Level Il Codes
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CMS Field # Field Label Field is? Instructions

The current Medicare coding publication (for
Medicare crossover claims only).

Only approved codes from the current CPT
or HCPCS publications will be accepted.

24D Modifier Conditional | Enter the appropriate procedure-related
modifier that applies to the billed service. Up
to four modifiers may be entered when using
the paper claim form.

22 Increased Procedural Services
52 Reduced Services

BO  Orally administered nutrition, not by
feeding tube

55 Surgery-related eyewear

KH DMEPOS item, initial claim,
purchase or first month rental

Kl DMEPQOS item, second or third
month rental

KJ DMEPOS item parenteral enteral
nutrition pump or capped rental
months 4 to 15

KR Rental item, billing for partial month

LL Lease/rental (use when rental is to
be applied against the purchase
price)

MS  Six month maintenance and
servicing fee for reasonable and
necessary parts and labor which are
not covered under any manufacturer
or supplier warranty

RR  Rental (use the RR modifier when
DME is to be rented)

SC  Medical necessary service or supply

TT Individualized service provided to
more than one patient in same
setting

UB Invoice cost
UE Used equipment

24E Diagnosis Required | Enter the diagnosis code reference letter (A-
Pointer L) that relates the date of service and the
procedures performed to the primary
diagnosis.

At least one diagnosis code reference letter
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CMS Field # Field Label Field is? Instructions

must be entered.

When multiple services are performed, the
primary reference letter for each service
should be listed first, other applicable
services should follow.

This field allows for the entry of 4 characters
in the unshaded area.

24F $ Charges Required | Enter the usual and customary charge for the
service represented by the procedure code
on the detail line. Do not use commas when
reporting dollar amounts. Enter 00 in the
cents area if the amount is a whole number.

Some CPT procedure codes are grouped
with other related CPT procedure codes.
When more than one procedure from the
same group is billed, special multiple pricing
rules apply.

The base procedure is the procedure with
the highest allowable amount. The base
code is used to determine the allowable
amounts for additional CPT surgical
procedures when more than one procedure
from the same grouping is performed.

Submitted charges cannot be more than
charges made to non-Colorado Medical
Assistance Program covered individuals for
the same service.

Do not deduct Colorado Medical Assistance
Program co-payment or commercial
insurance payments from the usual and
customary charges.

24G Days or Units Required | Enter the number of services provided for
each procedure code.

Enter whole numbers only- do not enter
fractions or decimals.
24H EPSDT/Family Conditional | EPSDT (shaded area)

Plan For Early & Periodic Screening, Diagnosis,
and Treatment related services, enter the
response in the shaded portion of the field as
follows:

AV Available- Not Used
S2 Under Treatment

ST New Service Requested
NU Not Used

Family Planning (unshaded area)
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CMS Field # Field Label Field is? Instructions

Not Required

241 ID Qualifier Not

Required
24] Rendering Required | In the unshaded portion of the field, enter the
Provider ID # eight-digit Colorado Medical Assistance

Program provider number assigned to the
individual who actually performed or
rendered the billed service. This number
cannot be assigned to a group or clinic.
NOTE: When billing a paper claim form, do
not use the individual’s NPI.

25 Federal Tax ID Not

Number Required
26 Patient’s Optional | Enter information that identifies the patient or
Account claim in the provider’s billing system.
Number Submitted information appears on the
Provider Claim Report (PCR).
27 Accept Required | The accept assignment indicates that the
Assignment? provider agrees to accept assignment under
the terms of the payer’s program.
28 Total Charge Required | Enter the sum of all charges listed in field
24F. Do not use commas when reporting
dollar amounts. Enter 00 in the cents area if
the amount is a whole number.
29 Amount Paid Conditional | Enter the total amount paid by Medicare or
any other commercial health insurance that
has made payment on the billed services.
Do not use commas when reporting dollar
amounts. Enter 00 in the cents area if the
amount is a whole number.
30 Rsvd for NUCC
Use

31 Signature of Required | Each claim must bear the signature of the
Physician or enrolled provider or the signature of a
Supplier registered authorized agent.
Including A holographic signature stamp may be used
Degrees or if authorization for the stamp is on file with
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CMS Field # Field Label Field is? Instructions

Credentials the fiscal agent.

An authorized agent or representative may
sign the claim for the enrolled provider if the
name and signhature of the agent is on file
with the fiscal agent.

Each claim must have the date the enrolled
provider or registered authorized agent
signed the claim form. Enter the date the
claim was signed using two digits for the
month, two digits for the date and two digits
for the year. Example: 070114 for July 1,
2014.

Unacceptable signature alternatives:

Claim preparation personnel may not sign
the enrolled provider's name.

Initials are not acceptable as a signature.

Typed or computer printed hames are not
acceptable as a signature.

“Signature on file” notation is not acceptable
in place of an authorized signature.

32 32- Service Conditional | Complete for services provided in a hospital
Facility Location or nursing facility in the following format:
Information 1% Line  Name
32a- NPI )
Number 2" Line Address
32b- Other ID # 3“Line City, State and ZIP Code
32a- NPI Number
Enter the NPI of the service facility (if
known).
32b- Other ID #
Enter the eight-digit Colorado Medical
Assistance Program provider number of the
service facility (if known).
The information in field 32, 32a and 32b is
not edited.
33 33- Billing Required | Enter the name of the individual or
Provider Info & organization that will receive payment for the
Ph # billed services in the following format:
33a- NPI 1s'Line  Name
Number

2% Line  Address
3 Line City, State and ZIP Code

33a- NPI Number
Enter the NPI of the billing provider
33b- Other ID #
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CMS Field # Field Label Field is? Instructions

Enter the eight-digit Colorado Medical
Assistance Program provider number of the
individual or organization.

Late Bill Override Date

For electronic claims, a delay reason code must be selected and a date must be noted in the “Claim
Notes/LBOD” field.

Valid Delay Reason Codes

1 Proof of Eligibility Unknown or Unavailable

Authorization Delays

Third Party Processing Delay

Delay in Eligibility Determination

Original Claim Rejected or Denied Due to a Reason Unrelated to the Billing Limitation Rules
11 Other

© 00 N W

==

The Late Bill Override Date (LBOD) allows providers to document compliance with timely filing requirements
when the initial timely filing period has expired. Colorado Medical Assistance Program providers have 120
days from the date of service to submit their claim. For information on the 60-day resubmission rule for
denied/rejected claims, please see the General Provider Information manual located in the Provider
Services Billing Manuals section of the Department’s website.

Making false statements about timely filing compliance is a misrepresentation and falsification that, upon
conviction, makes the individual who prepares the claim and the enrolled provider subject to fine and
imprisonment under state and/or federal law.

Billing Instruction Instructions

Detail
LBOD Completion Electronic claim formats provide specific fields for documenting the LBOD.
Requirements Supporting documentation must be kept on file for 6 years.
For paper claims, follow the instructions appropriate for the claim form you are
using.

UB-04: Occurrence code 53 and the date are required in FL 31-34.
CMS 1500: Indicate “LBOD” and the date in box 19 — Additional Claim
Information.

2006 ADA Dental: Indicate “LBOD” and the date in box 35 - Remarks.

Adjusting Paid Claims |If the initial timely filing period has expired and a previously submitted claim that
was filed within the original Colorado Medical Assistance Program timely filing
period or the allowed 60 day follow-up period was paid and now needs to be
adjusted, resulting in additional payment to the provider.

Adjust the claim within 60 days of the claim payment. Retain all documents that
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Billing Instruction

Detail Instructions

prove compliance with timely filing requirements.

Note: There is no time limit for providers to adjust paid claims that would result in
repayment to the Colorado Medical Assistance Program.

LBOD = the run date of the Colorado Medical Assistance Program Provider Claim
Report showing the payment.

Denied Paper Claims |If the initial timely filing period has expired and a previously submitted paper claim
that was filed within the original Colorado Medical Assistance Program timely filing
period or the allowed 60 day follow-up period was denied.

Correct the claim errors and refile within 60 days of the claim denial or
rejection. Retain all documents that prove compliance with timely filing
requirements.

LBOD = the run date of the Colorado Medical Assistance Program Provider Claim
Report showing the denial.

Returned Paper Claims | A previously submitted paper claim that was filed within the original Colorado
Medical Assistance Program timely filing period or the allowed 60 day follow-up
period was returned for additional information.

Correct the claim errors and re-file within 60 days of the date stamped on the
returned claim. Retain a copy of the returned claim that shows the receipt or
return date stamped by the fiscal agent.

LBOD = the stamped fiscal agent date on the returned claim.

Rejected Electronic |An electronic claim that was previously entered within the original Colorado

Claims Medical Assistance Program timely filing period or the allowed 60 day follow-up
period was rejected and information needed to submit the claim was not available
to refile at the time of the rejection.

Correct claim errors and refile within 60 days of the rejection. Maintain a
printed copy of the rejection notice that identifies the claim and date of rejection.

LBOD = the date shown on the claim rejection report.

Denied/Rejected Due to | An electronic eligibility verification response processed during the original

Member Eligibility Colorado Medical Assistance Program timely filing period states that the individual
was not eligible but you were subsequently able to verify eligibility. Read also
instructions for retroactive eligibility.

File the claim within 60 days of the date of the rejected eligibility verification
response. Retain a printed copy of the rejection notice that identifies the member
and date of eligibility rejection.

LBOD = the date shown on the eligibility rejection report.
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Billing Instruction

Detail Instructions

Retroactive Member | The claim is for services provided to an individual whose Colorado Medical
Eligibility Assistance Program eligibility was backdated or made retroactive.

File the claim within 120 days of the date that the individual’s eligibility
information appeared on state eligibility files. Obtain and maintain a letter or form
from the county departments of social services that:

Identifies the patient by name
States that eligibility was backdated or retroactive
Identifies the date that eligibility was added to the state eligibility system.

LBOD = the date shown on the county letter that eligibility was added to or first
appeared on the state eligibility system.

Delayed Notification of | The provider was unable to determine that the patient had Colorado Medical
Eligibility Assistance Program coverage until after the timely filing period expired.

File the claim within 60 days of the date of natification that the individual had
Colorado Medical Assistance Program coverage. Retain correspondence, phone
logs, or a signed Delayed Eligibility Certification form (see Appendix H) that
identifies the member, indicates the effort made to identify eligibility, and shows
the date of eligibility notification.

Claims must be filed within 365 days of the date of service. No exceptions are
allowed.

This extension is available only if the provider had no way of knowing that the
individual had Colorado Medical Assistance Program coverage.

Providers who render services in a hospital or nursing facility are expected to get
benefit coverage information from the institution.

The extension does not give additional time to obtain Colorado Medical
Assistance Program billing information.

If the provider has previously submitted claims for the member, it is improper to
claim that eligibility notification was delayed.

LBOD = the date the provider was advised the individual had Colorado Medical
Assistance Program benefits.

Electronic Medicare |An electronic claim is being submitted for Medicare crossover benefits wit1in 120

Crossover Claims days of the date of Medicare processing/ payment. (Note: On the paper claim
form (only), the Medicare SPR/ERA date field documents crossover timelv filing
and completion of the LBOD is not required.)

File the claim within 120 days of the Medicare processing/ payment dat: shown
on the SPR/ERA. Maintain the original SPR/ERA on file.

LBOD = the Medicare processing date shown on the SPR /ERA.

Medicare Denied The claim is for Medicare denied services (Medicare non-benefit services,
Services benefits exhausted services, or the member does not have Medicare coverage)

being submitted within 60 days of the date of Medicare processing/denial.

Note: This becomes a regular Colorado Medical Assistance Program claim, not a

Medicare crossover claim.

File the claim within 60 days of the Medicare processing date shown on the
SPR/ERA. Attach a copy of the SPR/ERA if submitting a paper claim and
maintain the original SPR/ERA on file.
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Billing Instruction

Detail Instructions

LBOD = the Medicare processing date shown on the SPR/ERA.

Commercial Insurance |The claim has been paid or denied by commercial insurance.

Processing File the claim within 60 days of the insurance payment or denial. Retain the
commercial insurance payment or denial notice that identifies the patient,
rendered services, and shows the payment or denial date.

Claims must be filed within 365 days of the date of service. No exceptions are
allowed. If the claim is nearing the 365-day limit and the commercial insurance
company has not completed processing, file the claim, receive a denial or
rejection, and continue filing in compliance with the 60-day rule until insurance
processing information is available.

LBOD = the date commercial insurance paid or denied.

Correspondence LBOD | The claim is being submitted in accordance with instructions (authorization) from
Authorization the Colorado Medical Assistance Program for a 60 day filing extension for a
specific member, claim, services, or circumstances.

File the claim within 60 days of the date on the authorization letter. Retain the
authorization letter.

LBOD = the date on the authorization letter.

Member Changes The claim is for obstetrical care where the patient transferred to another provider
Providers during for continuation of OB care. The prenatal visits must be billed using individual visit
Obstetrical Care codes but the service dates are outside the initial timely filing period.

File the claim within 60 days of the last OB visit. Maintain information in the
medical record showing the date of the last prenatal visit and a notation that the
patient transferred to another provider for continuation of OB care.

LBOD = the last date of OB care by the billing provider.
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Column Instructions for HCPCS Code Table

Code Column:

HCPCS codes consist of a letter followed by four numbers. Read the entire entry to determine the benefit
status of the item. Providers are instructed to submit the HCPCS code most closely describing the item
being requested on the PAR form. The Colorado Medical Assistance Program reserves the right to amend
the coding for any approved item.

Description Column:

A description of the item as provided by Centers for Medicare and Medicaid Services (CMS) is listed.
When possible and appropriate, the description of the item includes a notation of the billing unit. For
disposable supplies, one billing unit represents one item unless otherwise noted.

PAR Column:

This column is used to identify if prior authorization is required for the item identified and to identify which
reviewing agency to send the PAR to for review.

Yes: PARs for these items are reviewed by the ColoradoPAR Program.

Con (Conditional): The item requires prior authorization under certain circumstances. See the
comments section next to the item or the subheading description for an explanation of the
circumstances.

None: The identified item does not require special authorization when provided to an eligible
member.

Unit Limit Column:

Unit limits are displayed with the maximum unit allowable and the minimum time between requests. Some
items may have special provisions for unit limits with more detail in the Comment Column.

**This column is being updated in 2013 and is in progress, further updates will be made to complete this
column. No changes are being made to unit limits; they are only being identified in an easily accessible
column. Unit limits may be identified in the comment column until changes are made.**

Comment Column:

The comment section outlines specific or special instructions as well as more detailed information on unit
limits where applicable.

Comments expand on the description and identify any required special PAR or billing instructions. The
notation "DELETED" means that the code is invalid effective the day following the date shown in the
"COMMENTS" column. Newly added codes become effective on the date shown. For example, procedure
codes deleted effective 12/31/11 can be used only for non-prior authorized services provided prior to 1/1/12
or on PARs approved prior to 1/1/12.
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HCPCS Code Table

The following listing is divided into sections to assist providers who bill for specific types of
service. If you have questions about billing or the use of the listing, please contact the
Department’s fiscal agent, Provider Services at 1-800-237-0757.

Unit
Limits
Code Description PAR | Y=Year Comments
M=Month
W=Week
D=Day

MISCELLANEOUS CODES

A4649 Surgical supply; miscellaneous Yes Must attach manufacturer's invoice,
amounts, & description. Must be
submitted on paper. Use for disposable
supplies such as dressings, etc.

A9999 Miscellaneous DME supply or accessory, | Yes Use for accessories or parts for DME other

not otherwise specified than wheelchairs.

B9998 (NOC) For enteral supplies Yes Include description & quantities on PAR.
For rental, must submit manufacturer's
invoice with PAR. Rental based on
percentage of invoice & rate will be
determined at the time of PAR approval.
PAR copy must be submitted with claim.
Do not use for items included in supply
kits.

B9999 For parenteral supplies Yes Include description & quantity on par. Do
not use for items included in kits. Submit
paper claim with manufactures invoice
attached.

E1399 Durable medical equipment, Yes Use for durable reusable equipment other

miscellaneous than wheelchairs.

E2399 Power wheelchair accessory, not Yes Use only when appropriate and specific
otherwise classified interface, including all procedure codes are not available.
related electronics and any type mounting
hardware

K0108 Other accessories Yes Use for wheelchair parts and accessories
only when an appropriate code is not
available.

Q0507 Miscellaneous supply or accessory for

use with an external ventricular assist
device

Q0508 Miscellaneous supply or accessory for
use with an implanted ventricular assist
device

Q0509 Miscellaneous supply or accessory for
use with any implanted ventricular assist
device for which payment was not made
under Medicare Part A

S8189 Tracheostomy supply, not otherwise Yes Use for tracheostomy supplies when an

classified

appropriate code is not available.
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Unit
Limits
Code Description PAR | Y=Year Comments
M=Month
W=Week
D=Day
S8301 Infection control supplies, not otherwise Yes Use for masks, disposable gowns, etc.
specified
T5999 Supply, not otherwise specified None Use for disposable humidifier bottles, Type
B oxygen cylinder tanks, and large
compressed air cylinders only. Submit on
paper and, in remarks, identify the Item
being billed. Claims for rental will be
manually priced.
AMBULATION DEVICES — GENERAL USE
Canes
EO0100 Cane, all materials, adjustable or fixed None
with tip
E0105 Cane, quad or three prong, all materials, | None
adjustable or fixed with tips
Crutches
EO0110 Crutches, forearm, all materials, None 1item =1 pair
adjustable or fixed, complete with tips &
handgrips, pair
EO0111 Crutches, forearm, all materials, None 1item = 1 crutch
adjustable or fixed, with tip & handgrip,
each
E0112 Crutches, underarm, wood, adjustable or | None 1item =1 pair
fixed, with pads, tips & handgrips, pair
E0113 Crutches, underarm, wood, adjustable or | None 1item = 1 crutch
fixed, with pad, tip & handgrip, each
EO0114 Crutches, underarm, other than wood, None 1item =1 pair
adjustable or fixed, pair with pads, tips
and handgrips
E0116 Crutch, underarm, other than wood, None 1item = 1 crutch
adjustable or fixed, with pat, tip, handgrip,
with or without shock absorber, each
EO0117 Crutch, underarm, articulating, spring Yes 1item = 1 crutch
assisted, each
E0118 Crutch substitute, lower leg platform, with | None
or without wheels, each
Walkers
E0130 Walker, rigid (pickup), adjustable or fixed | None
height, each
E0135 Walker, folding (pickup), adjustable or None
fixed height, each
E0140 Walker, with trunk support, adjustable or Yes
fixed height, any type
EO0141 Walker, rigid, wheeled, adjustable or fixed | None
height
E0143 Walker, folding, wheeled, adjustable or None
fixed height
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Unit
Limits
Code Description PAR | Y=Year Comments
M=Month
W=Week
D=Day
E0144 Walker, enclosed, four sided framed, rigid | Yes
or folding, wheeled with posterior seat
E0147 Walker, heavy duty, multiple braking Yes
system, variable wheel resistance
E0148 Heavy duty walker, without wheels, rigid Yes
or folding, any type, each
E0149 Walker, heavy duty, wheeled, rigid or Yes
folding, any type
Accessories for ambulation devices
A4635 Underarm pad replacement, crutch, each | None
A4636 Handgrip replacement, cane, crutch or None
walker, each
A4637 Tip replacement, cane, crutch or walker, None
each
E0153 Platform attachment, forearm crutch, each| None
E0154 Platform attachment, walker, each None
EO0155 Wheel attachment, rigid pick-up walker, None 1 unit = 1 pair
per pair
E0156 Seat attachment, walker, each None
E0157 Crutch attachment, walker, each None
E0158 Leg extensions for walker, per set of four | None 1 unit = 1 set of four (4)
4)
E0159 Brake attachment for wheeled walker, None
replacement, each
BATH AND BATHROOM EQUIPMENT - GENERAL USE
Bath equipment
E0160 Sitz type bath, portable, fits over Yes Limited to EPSDT program, up to age 20.
commode seat, each
E0163 Commode chair, mobile or stationary, with| None
fixed arms
E0165 Commode chair, mobile or stationary, with| Yes
detachable arms
E0167 Pail or pan for use with commaode chair, None Purchase for member owned equipment
replacement only only.
E0168 Extra wide and/or heavy duty commode Yes
chair, stationary or mobile, with or without
arms, any type, each
E0170 Commode chair with integrated seat lift Yes
mechanism, electric, any type
EO0171 Commode chair with integrated seat lift Yes
mechanism, non-electric, any type
E0172 Seat lift mechanism placed over orontop | Yes
of toilet, any type
E0175 Foot rest, for use with commode chair, None Purchase for member owned equipment
each only.
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Unit
Limits
Code Description PAR | Y=Year Comments
M=Month
W=Week
D=Day
E0240 Bath/shower chair, with or without wheels, | Yes
any size
E0241 Bathtub wall rail, each Yes
E0242 Bathtub rail, floor base, each Yes
E0243 Toilet rail, each Yes
E0244 Toilet seat, raised, each Yes
E0244-22 Toilet seat, raised, each Yes Use for padded raised toilet seat.
E0245 Tub stool or bench, each Yes
E0245-22 Tub stool or bench, each Yes Use for padded tub stool or bench.
E0246 Transfer tub rail attachment, each Yes
E0247 Transfer bench for tub or toilet with or Yes
without commode opening
E0247-22 Transfer bench for tub or toilet with or Yes Use for padded transfer bench for tub or
without commode opening toilet with or without commode opening.
E0248 Transfer bench, heavy duty, for tub or Yes
toilet with or without commode opening
E0248-22 Transfer bench, heavy duty, for tub or Yes Use for padded transfer bench, heavy
toilet with or without commode opening duty, for tub or toilet with or without
commode opening.
E1399 Durable medical equipment, Yes Use for hand held shower, and other
miscellaneous miscellaneous bath equipment. Clearly
identify on par and on claim the particular
item being requested or billed.
Whirlpool equipment
E1300 Whirlpool, portable (over tub type) Yes
E1310 Whirlpool, nonportable (built-in type) Yes
BED AND BEDROOM EQUIPMENT - GENERAL USE
Beds
E0194-KR Bed, powered air flotation (low air loss Yes 1item =1 day rental. Includes all
therapy), per day necessary disposable supplies. Requires
Questionnaires #1 & #2.
E0250 Hospital bed, fixed height, with any type Yes Requires Questionnaire # 1.
side rails, with mattress
E0255 Hospital bed, variable height, Hi-Lo, with Yes Requires Questionnaire#1.
any type side rails, with mattress
E0256 Hospital bed, variable height, hi-lo, with Yes Requires Questionnaire #1.
any type side rails, without mattress
E0260 Hospital bed, semi-electric (head & foot Yes Requires Questionnaire #1.
adjustment), with any type side rails, with
mattress
E0261 Hospital bed, semi-electric (head and foot | Yes Requires Questionnaire #1.

adjustment), with any type side ralils,
without mattress
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Unit
Limits

Code Description PAR | Y=Year Comments
M=Month

W=Week
D=Day

E0265 Hospital bed, total electric (head, foot & Yes Requires Questionnaire #1.
height adjustments) with any type side
rails, with mattress

E0266 Hospital bed, total electric (head, foot, and| Yes Requires Questionnaire #1.
height adjustments), with any type side
rails, without mattress

E0270 Hospital bed, institutional type includes: Yes Requires Questionnaire #1.
oscillating, circulating & Stryker frame,
with mattress

E0280 Bed, cradle, any type Yes

E0290 Hospital bed, fixed height, without side Yes Requires Questionnaire #1.
rails, with mattress

E0291 Hospital bed, fixed height, without side Yes Requires Questionnaire #1.
rails, without mattress

E0292 Hospital bed, variable height, hi-lo, Yes Requires Questionnaire #1.
without side rails, with mattress

E0293 Hospital bed, variable height, hi-lo, Yes Requires Questionnaire #1.
without side rails, without mattress

E0294 Hospital bed, semi-electric (head and foot | Yes Requires Questionnaire #1.
adjustment), without side rails, with
mattress

E0295 Hospital bed, semi-electric (head and foot | Yes Requires Questionnaire #1.
adjustment), without side rails, without
mattress

E0296 Hospital bed, total electric (head, foot, and| Yes Requires Questionnaire #1.

height adjustments), without side rails,
with mattress

E0297 Hospital bed, total electric (head, foot, and| Yes Requires Questionnaire #1
height adjustments), without side rails,
without mattress

E0300 Pediatric crib, hospital grade, fully Yes Requires Questionnaire #1.
enclosed, with or without top enclosure
E0301 Hospital bed, heavy duty, extra wide, with | Yes Requires Questionnaire #1.

weight capacity greater than 350 pounds,
but less than or equal to 600 pounds, with
any type side rails, without mattress

E0302 Hospital bed, extra heavy duty, extra Yes Requires Questionnaire #1.
wide, with weight capacity greater than
600 pounds, with any type side ralils,
without mattress

E0303 Hospital bed, heavy duty, extra wide, with| Yes Requires Questionnaire #1.
weight capacity greater than 350 pounds,
but less than or equal to 600 pounds, with
any type side rails, with mattress
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E0304 Hospital bed, extra heavy duty, extra Yes Requires Questionnaire #1.
wide, with weight capacity greater than
600 pounds, with any type side rails, with
mattress
E0328 Hospital bed, pediatric, manual, 360 Yes Requires Questionnaire #1.
degree side enclosures, top of headboard,
footboard and side rails up to 24 inches
above the spring, includes mattress
E0329 Hospital bed, pediatric, electric or semi- Yes Requires Questionnaire #1.
electric, 360 degree side enclosures, top
of headboard, footboard and side rails up
to 24 inches above the spring, includes
mattress
E0462-KR Rocking bed with or without side rails, per | Yes 1 item = 1 day rental. Requires
day Questionnaire #1.
Mattresses & pads
A4640 Replacement pad for use with medically Yes Purchase for member owned equipment
necessary alternating pressure pad only.
owned by patient
E0181 Powered pressure reducing mattress Yes Requires Questionnaire #2.
overlay/pad, alternating, with pump,
includes heavy duty
E0182 Pump for alternating pressure pad, for Yes
replacement only
E0184 Mattress, dry flotation Yes Purchase for member owned hospital bed
only. Requires Questionnaire #2.
E0185 Gel or gel-like pressure pad for mattress, | Yes Requires Questionnaire #2.
standard mattress length and width
E0186 Mattress, air pressure Yes Purchase for member owned bed only.
Requires Questionnaire #2.
E0187 Mattress, water pressure Yes Purchase for member owned bed only.
Requires Questionnaire #2.
E0188 Sheepskin pad, synthetic Yes
E0189 Sheepskin pad, lambs wool, any size Yes
E0190 Positioning cushion/pillow/wedge, any Yes
shape or size, includes all components
and accessories
E0191 Heel or elbow protector, each Yes
E0193-KR Air fluidized bed, per day Yes Air loss bed. 1 item = 1 day rental.
E0196 Mattress, Gel pressure Yes Purchase for member owned bed only.
Requires Questionnaire #2.
E0197 Air pressure pad for mattress, standard Yes Requires Questionnaire #2.
mattress length and width
E0198 Water pressure pad for mattress, Yes

standard mattress length and width
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E0199 Dry pressure pad for mattress, standard None Egg crate for bed or wheelchair.
mattress length and width
E0271 Mattress, innerspring Yes Purchase for member owned hospital bed
only.
E0272 Mattress, foam rubber Yes Purchase for member owned hospital bed
only.
E0277 Powered pressure-reducing air mattress Yes Requires Questionnaire #2. Identify brand.
E0370 Air pressure elevator for heel Yes Requires Questionnaire #2.
E0371 Non-powered advanced pressure Yes Requires Questionnaire #2.
reducing overlay for mattress, standard
mattress length and width
E0372 Powered air overlay for mattress, Yes Requires Questionnaire #2.
standard mattress length and width
E0373 Non-powered advanced pressure Yes Requires Questionnaire #2.
reducing mattress
E1399 Durable medical equipment Yes Must submit manufacturer's invoice with
miscellaneous PAR. Rental is based on percentage of
invoice & rate will be determined at the
time of PAR approval. PAR copy must be
submitted with claim. Claim and PAR
must be submitted on paper. Requires
Questionnaire #2 if used for pressure relief
mattresses.
Accessories/safety equipment
A9281 Reaching/grabbing device, any type, any | Yes
length, each
E0273 Bed board Yes
E0274 Over-bed table Yes
E0275 Bedpan, standard, metal or plastic None
E0276 Bedpan, fracture, metal or plastic None
E0305 Bed side rails, half length, pair Yes
E0310 Bed side rails, full length, pair Yes
E0315 Bed accessory: board, table, or support Yes Bed cane. Do not use for over bed table.
device any type
E0316 Safety enclosure frame/canopy for use Yes
with hospital bed, any type
E0325 Urinal, male, jug-type, any material, each | None
E0326 Urinal, female, jug-type, any material, None
each
EO0700 Safety equipment, device or accessory, Yes Includes gait belt. Not for use as
any type wheelchair accessory. See E0960,
E0978, E0980 for wheelchairs.
EO0710 Restraints, any type (body, chest, wristor | Yes Hip belt. Not for use as wheelchair
ankle) accessory.
Lifts
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E0621 Sling or seat, patient lift, canvas or nylon Yes
E0625 Patient lift, bathroom or toilet, not Yes Lift for bathtub, includes seat.
otherwise classified
E0627 Seat lift mechanism incorporated into a Yes Requires Questionnaire # 4.
combination lift-chair mechanism
E0628 Separate seat lift mechanism for use with | Yes Requires Questionnaire # 4.
patient owned furniture, electric
E0629 Separate seat lift mechanism for use with | Yes Requires Questionnaire # 4.
patient owned furniture, non-electric
E0630 Patient lift, hydraulic or mechanical, Yes Requires Questionnaire # 3.
includes any seat, sling, strap(s) or pad(s)
E0635 Patient lift, electric, with seat or sling Yes Requires Questionnaire # 3
E0636 Multipositional patient support system, Yes Requires Questionnaire # 3. .
with integrated lift, patient accessible
controls
E0639 Patient lift, moveable from room to room Yes Requires Questionnaire # 3. Includes sling
with disassembly and reassembly, and chains.
includes all components/accessories
E1035 Multi-positional patient transfer system, Yes Requires Questionnaire # 3.
with integrated seat operated by
caregiver, patient weight capacity up to
and including 300 Ibs
E1036 Multi-positional patient transfer system, Yes Requires Questionnaire # 3.
extra-wide, with integrated seat, operated
by caregiver, patient weight capacity
greater than 300 Ibs
Repairs/labor
A9900 Miscellaneous DME supply, accessory, Yes Labor and Dealer preparation. Limited to
and/or service component of another specialized, detailed or complex work in
HCPCS code the initial preparation of a product. 1 unit =
15 mins
A9901 DME delivery, set up, and/or dispensing None
service component of another HCPCS
code
K0739 Repair or non-routine service for durable Yes Cost of repair cannot exceed cost to

medical equipment other than oxygen
requiring the skill of a technician, labor
component, per 15 minutes

purchase replacement equipment. Serial
number of the equipment being repaired
must be identified in field 12 of the PAR.
Paper claims must include serial number.
If codes are available to identify specific
components, they must be used (e.g.,
tires, upholstery, batteries, etc.).

1 unit = 15 minutes. Annual maximum 480
units or 120 hours of service. (Average 40
units or 10 hours of service per month.)
See also K0739-MS.
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K0739-MS Repair or non-routine service for durable | None Quick minor repairs to DME products. In
medical equipment other than oxygen addition to labor the costs of minor parts
requiring the skill of a technician, labor may be included under this code. Limited
component, per 15 minutes to a maximum reimbursement of $147.25

every 6 months. Paper claims must
include serial number.

K0740 Repair or non-routine service for oxygen Yes Cost of repair cannot exceed cost to
equipment requiring the skill of a purchase replacement equipment. Serial
technician, labor component, per 15 number of the equipment being repaired
minutes must be identified in field 12 of the PAR.

Paper claims must include serial number.
If codes are available to identify specific
components, they must be used.

1 unit = 15 minutes. Annual maximum 480
units or 120 hours of service. (Average 40
units or 10 hours of service per month.)
See also K0O740-MS.

K0740-MS Repair or non-routine service for oxygen | None Quick minor repairs to oxygen equipment.
equipment requiring the skill of a In addition to labor the costs of minor parts
technician, labor component, per 15 may be included under this code. Limited
minutes to a maximum reimbursement of $148.36

every 6 months. Paper claims must
include serial number.

CHAIRS, WHEEL CHAIRS, ACCESSORIES — GENERAL USE

Providers are instructed to submit the HCPCS code most closely describing the wheelchair or related equipment being
requested on the PAR form. Please refer to www.dmepdac.com for the most updated and complete information for
product classification for wheelchairs, wheelchair accessories, etc.

Use Medicare procedures regarding weight and measurements to code appropriately.

Chairs
E1031 Rollabout chair, any and all types with Yes
castors 5 in or greater
E1037 Transport chair, pediatric size Yes
E1038 Transport chair, adult size, patient weight | Yes
capacity up to and including 300 pounds
E1039 Transport chair, adult size, heavy duty, Yes
patient weight capacity greater than 300
pounds
Wheelchairs - motorized/powered vehicles
E1230 Power operated vehicle, three or four Yes Must indicate brand name & model
wheel non-highway number on PAR.
E1239 Power wheelchair, pediatric size, not Yes
otherwise specified
K0010 Standard - weight frame motorized/power | Yes
wheelchair
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K0011 Standard - weight frame motorized/power | Yes
wheelchair with programmable control
parameters for speed adjustment, tremor
dampening, acceleration control and

braking
K0012 Lightweight portable motorized/power Yes
wheelchair
K0014 Other motorized/power wheelchair base Yes
K0800 Power operated vehicle, group 1 Yes

standard, patient weight capacity up to
and including 300 pounds

K0801 Power operated vehicle, group 1 heavy Yes
duty, patient weight capacity 301 to 450
pounds

K0802 Power operated vehicle, group 1 very Yes
heavy duty, patient weight capacity 451 to
600 pounds

K0806 Power operated vehicle, group 2 Yes
standard, patient weight capacity up to
and including 300 pounds

K0807 Power operated vehicle, group 2 heavy Yes
duty, patient weight capacity 301 to 450
pounds

K0808 Power operated vehicle, group 2 very Yes
heavy duty, patient weight capacity 451 to
600 pounds

K0812 Power operated vehicle, not otherwise Yes
classified

K0813 Power wheelchair, group 1 standard, Yes
portable, sling/solid seat and back, patient
weight capacity up to and including 300
pounds

K0814 Power wheelchair, group 1 standard, Yes
portable, captains chair, patient weight
capacity up to and including 300 pounds

K0815 Power wheelchair, group 1 standard, Yes
sling/solid seat and back, patient weight
capacity up to and including 300 pounds

K0816 Power wheelchair, group 1 standard, Yes
captains chair, patient weight capacity up
to and including 300 pounds

K0820 Power wheelchair, group 2 standard, Yes
portable, sling/solid seat/back, patient
weight capacity up to and including 300
pounds
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K0821 Power wheelchair, group 2 standard, Yes
portable, captains chair, patient weight
capacity up to and including 300 pounds

K0822 Power wheelchair, group 2 standard, Yes
sling/solid seat/back, patient weight
capacity up to and including 300 pounds

K0823 Power wheelchair, group 2 standard, Yes
captains chair, patient weight capacity up
to and including 300 pounds

K0824 Power wheelchair, group 2 heavy duty, Yes
sling/solid seat/back, patient weight
capacity 301 to 450 pounds

K0825 Power wheelchair, group 2 heavy duty, Yes
captains chair, patient weight capacity
301 to 450 pounds

K0826 Power wheelchair, group 2 very heavy Yes
duty, sling/solid seat/back, patient weight
capacity 451 to 600 pounds

K0827 Power wheelchair, group 2 very heavy Yes
duty, captains chair, patient weight
capacity 451 to 600 pounds

K0828 Power wheelchair, group 2 extra heavy Yes
duty, sling/solid seat/back, patient weight
capacity 601 pounds or more

K0829 Power wheelchair, group 2 extra heavy Yes
duty, captains chair, patient weight 601
pounds or more

K0830 Power wheelchair, group 2 standard, seat | Yes
elevator, sling/solid seat/back, patient
weight capacity up to and including 300
pounds

K0831 Power wheelchair, group 2 standard, seat | Yes
elevator, captains chair, patient weight
capacity up to and including 300 pounds

K0835 Power wheelchair, group 2 standard, Yes
single power option, sling/solid seat/back,
patient weight capacity up to and
including 300 pounds

K0836 Power wheelchair, group 2 standard, Yes
single power option, captains chair,
patient weight capacity up to and
including 300 pounds

K0837 Power wheelchair, group 2 heavy duty, Yes
single power option, sling/solid seat/back,
patient weight capacity 301 to 450 pounds
K0838 Power wheelchair, group 2 heavy duty, Yes
single power option, captains chair,
patient weight capacity 301 to 450 pounds
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K0839 Power wheelchair, group 2 very heavy Yes
duty, single power option sling/solid
seat/back, patient weight capacity 451 to
600 pounds

K0840 Power wheelchair, group 2 extra heavy Yes
duty, single power option, sling/solid
seat/back, patient weight capacity 601
pounds or more

K0841 Power wheelchair, group 2 standard, Yes
multiple power option, sling/solid
seat/back, patient weight capacity up to
and including 300 pounds

K0842 Power wheelchair, group 2 standard, Yes
multiple power option, captains chair,
patient weight capacity up to and
including 300 pounds

K0843 Power wheelchair, group 2 heavy duty, Yes
multiple power option, sling/solid
seat/back, patient weight capacity 301 to
450 pounds

K0848 Power wheelchair, group 3 standard, Yes
sling/solid seat/back, patient weight
capacity up to and including 300 pounds

K0849 Power wheelchair, group 3 standard, Yes
captains chair, patient weight capacity up
to and including 300 pounds

K0850 Power wheelchair, group 3 heavy duty, Yes
sling/solid seat/back, patient weight
capacity 301 to 450 pounds

K0851 Power wheelchair, group 3 heavy duty, Yes
captains chair, patient weight capacity
301 to 450 pounds

K0852 Power wheelchair, group 3 very heavy Yes
duty, sling/solid seat/back, patient weight
capacity 451 to 600 pounds

K0853 Power wheelchair, group 3 very heavy Yes
duty, captains chair, patient weight
capacity 451 to 600 pounds

K0854 Power wheelchair, group 3 extra heavy Yes
duty, sling/solid seat/back, patient weight
capacity 600 pounds or more

K0855 Power wheelchair, group 3 extra heavy Yes
duty, captains chair, patient weight
capacity 601 pounds or more

K0856 Power wheelchair, group 3 standard, Yes
single power option, sling/solid seat/back,
patient weight capacity up to and
including 300 pounds
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K0857 Power wheelchair, group 3 standard, Yes
single power option, captains chair,
patient weight capacity up to and
including 300 pounds

K0858 Power wheelchair, group 3 heavy duty, Yes
single power option, sling/solid seat/back
patient weight 301 to 450 pounds

K0859 Power wheelchair, group 3 heavy duty, Yes
single power option, captains chair,
patient weight capacity 301 to 450 pounds

K0860 Power wheelchair, group 3 very heavy Yes
duty, single power option, sling/solid
seat/back, patient weight capacity 451 to
600 pounds

K0861 Power wheelchair, group 3 standard, Yes
multiple power option, sling/solid
seat/back, patient weight capacity up to
and including 300 pounds

K0862 Power wheelchair, group 3 heavy duty, Yes
multiple power option, sling/solid
seat/back, patient weight capacity 301 to
450 pounds

K0863 Power wheelchair, group 3 very heavy Yes
duty, multiple power option, sling/solid
seat/back, patient weight capacity 601
pounds or more

K0864 Power wheelchair, group 3 extra heavy Yes
duty, multiple power option, sling/solid
seat/back, patient weight capacity 601
pounds or more

K0868 Power wheelchair, group 4 standard, Yes
sling/solid seat/back, patient weight
capacity up to and including 300 pounds

K0869 Power wheelchair, group 4 standard, Yes
captains chair, patient weight capacity up
to and including 300 pounds

K0870 Power wheelchair, group 4 heavy duty, Yes
sling/solid seat/back, patient weight
capacity 301 to 450 pounds

K0871 Power wheelchair, group 4 very heavy Yes
duty, sling/solid seat/back, patient weight
capacity 451 to 600 pounds

K0877 Power wheelchair, group 4 standard, Yes
single power option, sling/solid seat/back,
patient weight capacity up to and
including 300 pounds
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K0878 Power wheelchair, group 4 standard, Yes
single power option, captains chair,
patient weight capacity up to and
including 300 pounds

K0879 Power wheelchair, group 4 heavy duty, Yes
single power option, sling/solid seat/back,
patient weight capacity 301 to 450 pounds

K0880 Power wheelchair, group 4 very heavy Yes
duty, single power option, sling/solid
seat/back, patient weight 451 to 600
pounds

K0884 Power wheelchair, group 4 standard, Yes
multiple power option, sling/solid
seat/back, patient weight capacity up to
and including 300 pounds

K0885 Power wheelchair, group 4 standard, Yes
multiple power option, captains chair,
patient weight capacity up to and
including 300 pounds

K0886 Power wheelchair, group 4 heavy duty, Yes
multiple power option, sling/solid
seat/back, patient weight capacity 301 to
450 pounds

K0890 Power wheelchair, group 5 pediatric, Yes
single power option, sling/solid seat/back,
patient weight capacity up to and
including 125 pounds

K0891 Power wheelchair, group 5 pediatric, Yes
multiple power option, sling/solid
seat/back, patient weight capacity up to
and including 125 pounds

K0898 Power wheelchair, not otherwise Yes
classified
K0899 Power mobility device, not coded by DME | Yes

PDAC or does not meet criteria

Manual wheelchair codes

Providers are instructed to submit the HCPCS code on the PAR form that most closely describes the
requested wheelchair or related equipment. Colorado Medicaid reserves the right to amend the coding for
any approved item

E1050 Fully-reclining wheelchair, fixed full-length | Yes
arms, swing-away detachable elevating
legrests

E1060 Fully-reclining wheelchair, detachable Yes

arms, desk or full-length, swing-away
detachable elevating legrests

E1070 Fully-reclining wheelchair, detachable Yes
arms (desk or full-length) swing-away
detachable footrest
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E1083 Hemi-wheelchair; fixed full-length arms, Yes
swing-away, detachable, elevating
legrests
E1084 Hemi-wheelchair, detachable arms desk Yes

or full-length arms, swing-away
detachable elevating legrests

E1085 Hemi-wheelchair, fixed full-length arms, Yes
swing-away detachable footrests

E1086 Hemi-wheelchair, detachable arms, desk | Yes
or full-length, swing-away detachable
footrests

E1087 High strength lightweight wheelchair, fixed| Yes

full-length arms, swing-away detachable
elevating legrests

E1088 High strength lightweight wheelchair, Yes
detachable arms desk or full-length,
swing-away detachable elevating legrests

E1089 High-strength lightweight wheelchair, Yes
fixed-length arms, swing-away detachable
footrest

E1090 High-strength lightweight wheelchair, Yes

detachable arms, desk or full-length,
swing-away detachable footrests

E1092 Wide heavy-duty wheel chair, detachable | Yes
arms (desk or full-length), swing-away
detachable elevating legrests

E1093 Wide heavy-duty wheelchair, detachable Yes
arms, desk or full-length, swing-away
detachable footrests

E1100 Semi-reclining wheelchair, fixed full-length| Yes
arms, swing-away detachable elevating
legrests

E1110 Semi-reclining wheelchair, detachable Yes
arms (desk or full-length) elevating legrest

E1130 Standard wheelchair, fixed full-length Yes
arms, fixed or swing-away detachable
footrests

E1140 Wheelchair, detachable arms, desk or full-| Yes
length, swing-away detachable footrests

E1150 Wheelchair, detachable arms, desk or full-| Yes
length swing-away detachable elevating
legrests

E1160 Wheelchair, fixed full-length arms, swing- | Yes
away detachable elevating legrests

El161 Manual adult size wheelchair, includes tilt-| Yes
in-space
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E1170 Amputee wheelchair, fixed full-length Yes
arms, swing-away detachable elevating
legrests
E1171 Amputee wheelchair, fixed full-length Yes
arms, without footrests or legrest
E1172 Amputee wheelchair, detachable arms Yes
(desk or full-length) without footrests or
legrest
E1180 Amputee wheelchair, detachable arms Yes

(desk or full-length) swing-away
detachable footrests

E1190 Amputee wheelchair, detachable arms Yes
(desk or full-length) swing-away
detachable elevating legrests

E1195 Heavy-duty wheelchair, fixed full-length Yes
arms, swing-away detachable elevating
legrests

E1200 Amputee wheelchair, fixed full-length Yes
arms, swing-away detachable footrest

E1220 Wheelchair, specially sized or constructed | Yes

(indicate brand name, model number, if
any, and justification)

E1221 Wheelchair with fixed arm, footrests Yes

E1222 Wheelchair with fixed arm, elevating Yes
legrests

E1223 Wheelchair with detachable arms, Yes
footrests

E1224 Wheelchair with detachable arms, Yes
elevating legrests

E1229 Wheelchair, pediatric size, not otherwise Yes
specified

E1231 Wheelchair, pediatric size, tilt-in-space, Yes
rigid, adjustable, with seating system

E1232 Wheelchair, pediatric size, tilt-in-space, Yes
folding, adjustable, with seating system

E1233 Wheelchair, pediatric size, tilt-in-space, Yes
rigid, adjustable, without seating system

E1234 Wheelchair, pediatric size, tilt-in-space, Yes
folding, adjustable, without seating system

E1235 Wheelchair, pediatric size, rigid, Yes
adjustable, with seating system

E1236 Wheelchair, pediatric size, folding, Yes
adjustable, with seating system

E1237 Wheelchair, pediatric size, rigid, Yes

adjustable, without seating system
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E1238 Wheelchair, pediatric size, folding, Yes
adjustable, without seating system
E1240 Lightweight wheelchair, detachable arms, | Yes
(desk or full-length) swing-away
detachable, elevating legrest
E1250 Lightweight wheelchair, fixed full-length Yes
arms, swing-away detachable footrest
E1260 Lightweight wheelchair, detachable arms | Yes
(desk or full-length) swing-away
detachable footrest
E1270 Lightweight wheelchair, fixed full-length Yes
arms, swing-away detachable elevating
legrests
E1280 Heavy-duty wheelchair, detachable arms Yes
(desk or full-length) elevating legrests
E1285 Heavy-duty wheelchair, fixed full-length Yes
arms, swing-away detachable footrest
E1290 Heavy-duty wheelchair, detachable arms | Yes
(desk or full-length) swing-away
detachable footrest
E1295 Heavy-duty wheelchair, fixed full-length Yes
arms, elevating legrest
K0001 Standard wheelchair Yes
K0002 Standard Hemi (low seat) wheelchair Yes
K0003 Lightweight wheelchair Yes
K0004 High strength, lightweight wheelchair Yes
K0005 Ultra lightweight wheelchair Yes
K0006 Heavy duty wheelchair Yes Member greater than 200 Ibs.
K0007 Extra heavy duty wheelchair Yes Member greater than 300 Ibs.
K0009 Other manual wheelchair/base Yes Tilt in Space, strollers
Wheelchair accessories
A9900 Miscellaneous DME supply, accessory, Yes Labor, dealer preparation. Limited to
and/or service component of another specialized, detailed or complex work in
HCPCS code the initial preparation of a product. 1 unit =
15 mins.
A9999 Miscellaneous DME supply or accessory, | Yes Use for accessories or parts for DME
not otherwise specified other than wheelchairs.
E0181 Powered pressure reducing mattress Yes Requires Questionnaire #2.
overlay/pad, alternating, with pump,
includes heavy duty
E0182 Pump for alternating pressure pad, for Yes
replacement only
E0188 Sheepskin pad, synthetic Yes
E0189 Sheepskin pad, lambs wool, any size Yes
EO0705 Transfer device, any type, each Yes
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EO0710 Restraints, any type (body, chest, wrist, Yes
ankle)
E0950 Wheelchair accessory, tray, each Yes Upper extremity support surface.
E0951 Heel loop/holder, any type, with or without | Con 2IY 1 item = 1 heel loop
ankle strap, each Over 2 require PAR
E0952 Toe loop/holder, any type, each Con 2IY 1 item = | toe loop/holder. Over 2 require
PAR
E0955 Wheelchair accessory, headrest, Yes
cushioned, any type, including fixed
mounting hardware, each
E0958 Manual wheelchair accessory, one-arm Yes 1 item = 1 attachment
drive attachment, each
E0959 Manual wheelchair accessory, adapter for | Yes
amputee, each
E0960 Wheelchair accessory, shoulder Con 1Y Over 1 requires PAR.
harness/straps or chest strap, including
any type mounting hardware
E0961 Manual wheelchair accessory, wheel lock | Con 21Y Over 2 require PAR.
brake extension (handle), each
E0966 Manual wheelchair accessory, headrest Yes
extension, each
E0968 Commode seat, wheelchair Yes
E0969 Narrowing device, wheelchair Yes For positioning.
E0970 No. 2 footplates, except for elevating Yes
legrest
E0971 Manual wheelchair accessory, anti-tipping | Con 2IY 1 item =1 device
device, each Over 2 require PAR.
E0974 Manual wheelchair accessory, anti- Con 21Y Over 2 require PAR.
rollback device, each
E0978 Wheelchair accessory, positioning Con Y Over 1 requires PAR.
belt/safety belt/pelvic strap, each
E0980 Safety vest, wheelchair Yes Shoulder harness
E0983 Manual wheelchair accessory, power add-| Yes
on to convert manual wheelchair to
motorized wheelchair, joystick control
E0984 Manual wheelchair accessory, power add-| Yes
on to convert manual wheelchair to
motorized wheelchair, tiller control
E0985 Wheelchair accessory, seat lift Yes Requires Questionnaire #4.
mechanism
E0986 Manual wheelchair accessory, push Yes
activated power assist, each
E0988-RR Manual wheelchair accessory, lever- Yes New code effective 1/1/2012.
activated, wheel drive, pair
E0992 Manual wheelchair accessory, solid seat Yes

insert
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E0992-22 Manual wheelchair accessory, solid seat Yes Use for hook-in solid seat insert.
insert
E1002 Wheelchair accessory, power seating Yes Requires Questionnaire #15.
system, tilt only
E1003 Wheelchair accessory, power seating Yes Requires Questionnaire #15.
system, recline only, without shear
reduction
E1004 Wheelchair accessory, power seating Yes Requires Questionnaire #15.
system, recline only, with mechanical
shear reduction
E1005 Wheelchair accessory, power seating Yes Requires Questionnaire #15.
system, recline only, with power shear
reduction
E1006 Wheelchair accessory, power seating Yes Requires Questionnaire #15.

system, combination tilt and recline,
without shear reduction

E1007 Wheelchair accessory, power seating Yes Requires Questionnaire #15.
system, combination tilt and recline, with
mechanical shear reduction

E1008 Wheelchair accessory, power seating Yes Requires Questionnaire #15.
system, combination tilt and recline, with
power shear reduction

E1009 Wheelchair accessory, addition to power Yes
seating system, mechanically linked leg
elevation system, including pushrod and
leg rest, each

E1010 Wheelchair accessory, addition to power Yes
seating system, power leg elevation
system, including leg rest, pair

E1014 Reclining back, addition to pediatric size Yes Requires Questionnaire #15.
wheelchair

E1020 Residual limb support system for Yes
wheelchair, any type

E1028 Wheelchair accessory, manual swing Yes 4

away, retractable or removable mounting
hardware for joystick, other control
interface or positioning accessory

E1029 Wheelchair accessory, ventilator tray, Yes
fixed

E1030 Wheelchair accessory, ventilator tray, Yes
gimbaled

E1225 Wheelchair accessory, manual semi- Yes

reclining back, (recline greater than 15
degrees but less than 80 degrees

E1226 Manual wheelchair accessory, manual Yes
fully reclining back, (recline greater than
80 degrees), each
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E1227 Special height arms for wheelchair Yes
E1228 Special back height for wheelchair Yes
E1296 Special wheelchair seat height from floor Yes
E1297 Special wheelchair seat depth, by Yes
upholstery
E1298 Special wheelchair seat depth and/or Yes
width, by construction
E1399 Miscellaneous durable medical equipment| Yes Important, please note: Use for durable
medical equipment other than wheelchairs.
Charges over $35.00 require invoice.
Rental benefit based upon attached
manufacturer’s invoice as a percentage of
invoice cost. Copy of approved PAR must
be attached to each submitted claim. Must
be submitted on paper.
E2201 Manual wheelchair accessory, Yes
nonstandard seat frame, width greater
than or equal to 20 inches and less than
24 inches
E2202 Manual wheelchair accessory, Yes
nonstandard seat frame width, 24-27
inches
E2203 Manual wheelchair accessory, Yes
nonstandard seat frame depth, 20 to less
than 22 inches
E2204 Manual wheelchair accessory, Yes
nonstandard seat frame depth, 22 to 25
inches
E2207 Wheelchair accessory, crutch and cane Yes 1 item = 1 crutch and cane holder
holder, each
E2208 Wheelchair accessory, cylinder tank Yes 1item = 1 carrier
carrier, each
E2209 Accessory, arm trough, with or without Yes 1item =1 arm trough
hand support, each
E2300 Wheelchair accessory, power seat Yes
elevation, system, any type
E2301 Wheelchair accessory, power standing None
system, any type
E2340 Power wheelchair accessory, Yes
nonstandard seat frame width, 20-30
inches
E2341 Power wheelchair accessory, Yes
nonstandard seat frame width 24-27
inches
E2342 Power wheelchair accessory, Yes

nonstandard seat frame depth, 20 or 21
inches
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E2343 Power wheelchair accessory, Yes
nonstandard seat frame depth, 22-25
inches
E2601 General use wheelchair seat cushion, Yes Identify specific brand/name of cushion
width less than 22 inches, any depth requested on prior authorization request.
E2602 General use wheelchair seat cushion, Yes Identify specific brand/name of cushion
width 22 inches or greater, any depth requested on prior authorization request.
E2603 Skin protection wheelchair seat cushion, Yes Identify specific brand/name of cushion
width less than 22 inches, any depth requested on prior authorization request.
E2604 Skin protection wheelchair seat cushion, Yes Identify specific brand/name of cushion
width 22 inches or greater, any depth requested on prior authorization request.
E2605 Positioning wheelchair seat cushion, width| Yes Identify specific brand/name of cushion
less than 22 inches, any depth requested on prior authorization request.
E2606 Positioning wheelchair seat cushion, width| Yes Identify specific brand/name of cushion
22 inches or greater, any depth requested on prior authorization request.
E2607 Skin protection and positioning wheelchair| Yes Identify specific brand/name of cushion
seat cushion, width less than 22 inches, requested on prior authorization request.
any depth
E2608 Skin protection and positioning wheelchair| Yes Identify specific brand/name of cushion
seat cushion, width 22 inches or greater, requested on prior authorization request.
any depth
E2609 Custom fabricated wheelchair seat Yes Identify specific brand/name of cushion
cushion, any size requested on prior authorization request.
E2610 Wheelchair seat cushion, powered Yes Identify specific brand/name of cushion
requested on prior authorization request.
E2611 General use wheelchair back cushion, Yes Identify specific brand/name of cushion
width less than 22 inches, any height, requested on prior authorization request.
including any type mounting hardware
E2612 General use wheelchair back cushion, Yes Identify specific brand/name of cushion
width 22 inches or greater, any height, requested on prior authorization request.
including any type mounting hardware
E2613 Positioning wheelchair back cushion, Yes Identify specific brand/name of cushion
posterior, width less than 22 inches, any requested on prior authorization request.
height, including any type mounting
hardware
E2614 Positioning wheelchair back cushion, Yes Identify specific brand/name of cushion
posterior, width 22 inches or greater, any requested on prior authorization request.
height, including any type mounting
hardware
E2615 Positioning wheelchair back cushion, Yes Identify specific brand/name of cushion
posterior-lateral, width less than 22 requested on prior authorization request.
inches, any height, including any type
mounting hardware
E2616 Positioning wheelchair back cushion, Yes Identify specific brand/name of cushion

posterior-lateral, width 22 inches or
greater, any height, including any type
mounting hardware

requested on prior authorization request.
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E2617 Custom fabricated wheelchair back Yes Identify specific brand/name of cushion
cushion, any size, including any type requested on prior authorization request.
mounting hardware
E2619 Replacement cover for wheelchair seat Yes Identify specific brand/name of cushion
cushion or back cushion, each requested on prior authorization request.
E2622 Skin protection wheelchair seat cushion, Yes Identify specific brand/name of cushion
adjustable, width less than 22 inches, any requested on prior authorization request.
depth
E2623 Skin protection wheelchair seat cushion, Yes Identify specific brand/name of cushion
adjustable, width 22 inches or greater, requested on prior authorization request.
any depth
E2624 Skin protection and positioning wheelchair| Yes Identify specific brand/name of cushion
seat cushion, adjustable, width less than requested on prior authorization request.
22 inches, any depth
E2625 Skin protection and positioning wheelchair| Yes Identify specific brand/name of cushion
seat cushion, adjustable, width 22 inches requested on prior authorization request.
or greater, any depth
K0038 Leg strap, each Con 1Y 1item =1 leg strap
Over 1 requires PAR.
K0039 Leg strap, H style, each Con 1Y 1item =1 leg strap
Over 1 requires PAR.
K0056 Seat height < 17" or equal to or greater Yes
than 21" for a high strength, lightweight,
or ultra lightweight wheelchair
K0105 IV hanger, each Yes 1item = 1 IV hanger
K0108 Wheelchair component or accessory, not | Yes Specific accessory must be identified on
otherwise specified PAR. Claim must be submitted on paper.
Use for wheelchair parts and accessories
only when an appropriate code is not
available.
K0669 Wheelchair accessory, wheelchair seat or | Yes Use K0669 rather than KO108.
back cushion, does not meet specific
code criteria or no written coding
verification from DME PDAC
Wheelchair replacement parts and attachments
E0967 Manual wheelchair accessory, hand rim Yes Use for repair only.
with projections, any type, each
E0971 Anti-tipping device, wheelchair Con 21Y 1 item = 1 device
E0973 Wheelchair accessory, adjustable height, | Yes 1item = 1 armrest
detachable armrest, complete assembly,
each
E0981 Wheelchair accessory, seat upholstery, Con Y For repair only.
replacement only, each Over 1 requires PAR.
E0982 Wheelchair accessory, back upholstery Con Y For repair only.

replacement only, each

Over 1 requires PAR.
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E0990 Wheelchair accessory, elevating leg rest, | Yes Articulating
complete assembly, each
E0994 Armrest, each Yes
E0995 Wheelchair accessory, calf rest/pad, each | Con 2IY For repair only.
Over 2 requires PAR.
E1011 Modification to pediatric size wheelchair, Yes For modification of an existing wheelchair
width adjustment package (not to be only.
dispensed with initial chair)
E1015 Shock absorber for manual wheelchair, Yes 1 item =1 shock absorber
each
E1016 Shock absorber for power wheelchair, Yes 1 item =1 shock absorber
each
E1017 Heavy duty shock absorber for heavy duty| Yes 1 item = 1 shock absorber
or extra heavy duty manual wheelchair,
each
E1018 Heavy duty shock absorber for heavy duty| Yes 1 item = 1 shock absorber
or extra heavy duty power wheelchair,
each
E2205 Manual wheelchair accessory, hand rim Yes Use for repair only.
without projections (includes ergonomic or
contoured), any type, replacement only,
each
E2206 Manual wheelchair accessory, wheel lock | Yes Wheel locks
assembly, complete, each
E2210 Wheelchair accessory, bearings, any Con 16/Y Over 16 units requires PAR.
type, replacement only, each
E2211 Manual wheelchair accessory, pneumatic | Con 21Y PAR required for purchase but not
propulsion tire, any size, each required for repair. 1 item =1 tire.
Over 2 units requires PAR.
E2212 Manual wheelchair accessory, tube for Con 21Y PAR required for purchase but not
pneumatic propulsion tire, any size, each required for repair. 1 item =1 tire tube.
Over 2 units requires PAR.
E2213 Manual wheelchair accessory, insert for Con 2IY PAR required for purchase but not
pneumatic propulsion tire (removable), required for repair. 1 item =1 tire insert.
any type, any size, each Over 2 units requires PAR.
E2214 Manual wheelchair accessory, pneumatic | Con 21Y PAR required for purchase but not
caster tire, any size, each required for repair. 1 item =1 tire.
Over 2 units requires PAR.
E2215 Manual wheelchair accessory, tube for Con 21Y PAR required for purchase but not
pneumatic caster tire, any size, each required for repair. 1 item =1 tire tube.
Over 2 units requires PAR.
E2216 Manual wheelchair accessory, foam filled | Con 21Y PAR required for purchase but not

propulsion tire, any size, each

required for repair. 1 item =1 tire.
Over 2 units requires PAR.
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E2217 Manual wheelchair accessory, foam filled | Con 2IY PAR required for purchase but not

caster tire, any size, each required for repair. 1 item =1 tire.
Over 2 units requires PAR.

E2218 Manual wheelchair accessory, foam Con 2IY PAR required for purchase but not

propulsion tire, any size, each required for repair. 1 item =1 tire.
Over 2 units requires PAR.

E2219 Manual wheelchair accessory, foam Con 2IY PAR required for purchase but not

caster tire, any size, each required for repair. 1 item =1 tire.
Over 2 units requires PAR.

E2220 Manual wheelchair accessory, solid Con 21Y PAR required for purchase but not
(rubber/plastic) propulsion tire, any size, required for repair. 1 item =1 tire.
each Over 2 units requires PAR.

E2221 Manual wheelchair accessory, solid Con 21Y PAR required for purchase but not
(rubber/plastic) caster tire (removable), required for repair. 1 item =1 tire.
any size, each Over 2 units requires PAR.

E2222 Manual wheelchair accessory, solid Con 21Y PAR required for purchase but not
(rubber/plastic) caster tire with integrated required for repair. 1 item = 1 tire with
wheel, any size, each wheel

Over 2 units requires PAR.

E2224 Manual wheelchair accessory, propulsion | Con 21Y PAR required for purchase but not

wheel excludes tire, any size, each required for repair. 1 item =1 wheel
Over 2 units requires PAR.

E2225 Manual wheelchair accessory, caster Con 21Y PAR required for purchase but not
wheel excludes tire, any size, required for repair. 1 item =1 caster wheel
replacement only, each Over 2 units requires PAR.

E2226 Manual wheelchair accessory, caster fork,| Con 2IY PAR required for purchase but not
any size, replacement only, each required for repair. 1 item =1 caster fork

Over 2 units requires PAR.

E2227 Manual wheelchair accessory, gear Con PAR required for purchase but not
reduction drive wheel, each required for repair. 1 item =1 gear

reduction drive wheel

E2228 Manual wheelchair accessory, wheel Con PAR required for purchase but not
braking system and lock, complete, each required for repair. 1 item =1 wheel

braking system and lock

E2230 Manual wheelchair accessory, manual Yes
standing system

E2231 Manual wheelchair accessory, solid seat Yes
support base (replaces sling seat),
includes any type mounting hardware

E2295 Manual wheelchair accessory, for Yes

pediatric size wheelchair, dynamic seating
frame, allows coordinated movement of
multiple positioning features
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E2310 Power wheelchair accessory, electronic Yes
connection between wheelchair controller
and one power seating system motor,
including all related electronics, indicator
feature, mechanical function selection
switch, and fixed mounting hardware

E2311 Power wheelchair accessory, electronic Yes
connection between wheelchair controller
and two or more power seating system
motors, including all related electronics,
indicator feature, mechanical function
selection switch, and fixed mounting
hardware

E2312 Power wheelchair accessory, hand or chin| Yes
control interface, mini-proportional remote
joystick, proportional, including fixed
mounting hardware

E2313 Power wheelchair accessory, harness for | Yes
upgrade to expandable controller,
including all fasteners, connectors and
mounting hardware, each

E2321 Power wheelchair accessory, hand control| Yes
interface, remote joystick, non-
proportional, including all related
electronics, mechanical stop switch, and
fixed mounting hardware

E2322 Power wheelchair accessory, hand control| Yes
interface, multiple mechanical switches,
non-proportional including all related
electronics, mechanical stop switch, and
fixed mounting hardware

E2323 Power wheelchair accessory, specialty Yes
joystick handle for hand control interface,
prefabricated

E2324 Power wheelchair accessory, chin cup for | Yes
chin control interface
E2325 Power wheelchair accessory, sip and puff | Yes

interface, non-proportional, including all
related electronics, mechanical stop
switch, and manual swing away mounting

hardware

E2326 Power wheelchair accessory, breath tube | Yes
kit for sip and puff interface

E2327 Power wheelchair accessory, head control| Yes

interface, mechanical, proportional,
including all related electronics,
mechanical direction change switch, and
fixed mounting hardware
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E2328 Power wheelchair accessory, head control| Yes
or extremity control interface, electronic,
proportional, including all related

electronics and fixed mounting hardware

E2329 Power wheelchair accessory, head control| Yes
interface, contact switch mechanism, non-
proportional, including all related
electronics, mechanical stop switch,
mechanical direction change switch, head
array, and fixed mounting hardware

E2330 Power wheelchair accessory, head control| Yes
interface, proximity switch mechanism,
non-proportional, including all related
electronics, mechanical stop switch,
mechanical direction change switch, head
array, and fixed mounting hardware

E2351 Power wheelchair accessory, electronic Yes
interface to operate speech generating
device using power wheelchair control
interface

E2358 Power wheelchair accessory, group 34 Yes New code for 1/1/2012.
nonsealed lead acid battery, each

E2359 Power wheelchair accessory, group 34 Yes New code for 1/1/2012.
sealed lead acid battery, each (e.g., gel
cell, absorbed glass mat)

E2360 Power wheelchair accessory, 22 NF non- | Con PAR required for purchase but not for
sealed lead acid battery, each repair.

E2361 Power wheelchair accessory, 22 NF Con PAR required for purchase but not for
sealed lead acid battery, each (e.g. Gel repair.
cell, absorbed glassmat)

E2362 Power wheelchair accessory, group 24 Con PAR required for purchase but not for
non-sealed lead acid battery, each repair.

E2363 Power wheelchair accessory, group 24 Con PAR required for purchase but not for
sealed lead acid battery, each (e.g. gel repair.
cell, absorbed glassmat)

E2364 Power wheelchair accessory, U-1 non- Con PAR required for purchase but not for
sealed lead acid battery, each repair.

E2365 Power wheelchair accessory, U-1 sealed | Con PAR required for purchase but not for
lead acid battery, each (e.g. gel cell, repair.
absorbed glassmat)

E2366 Power wheelchair accessory, battery Con PAR required for purchase but not for
charger,, single mode, for use with only repair.

one battery type, sealed or non-sealed,
each

E2367 Power wheelchair accessory, battery Con PAR required for purchase but not for
charger, dual mode, for use with either repair.
battery type, sealed or non-sealed, each
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E2368 Power wheelchair component, drive wheel| Con 2per3Y |PAR required for more than 2 per 3 fiscal
motor, replacement only years.
E2369 Power wheelchair component, drive wheel| Con 2per3Y |PAR required for more than 2 per 3 fiscal
gear box, replacement only years.
E2370 Power wheelchair component, integrated | Con 2per3Y |PAR required for more than 2 per 3 fiscal
drive wheel motor and gear box years.
combination, replacement only
E2371 Power wheelchair accessory, group 27 Con PAR required for purchase but not for
sealed lead acid battery, (e.g. gel cell, repair.
absorbed glassmat), each
E2372 Power wheelchair accessory, group 27 Con PAR required for purchase but not for
non-sealed lead acid battery, each repair.
E2373 Power wheelchair accessory, hand or chin| Yes
control interface, compact remote joystick,
proportional, including fixed mounting
hardware
E2374 Power wheelchair accessory, hand or chin| Con 1per3Y |PAR required for more than 1 per 3 fiscal
control interface, standard remote joystick years.
(not including controller), proportional,
including all related electronics and fixed
mounting hardware, replacement only
E2375 Power wheelchair accessory, non- Con 1Y Over 1 unit requires PAR.
expandable controller, including all related
electronics and mounting hardware,
replacement only
E2376 Power wheelchair accessory, expandable | Con Y Over 1 unit requires PAR.
controller, including all related electronics
and mounting hardware, replacement only
E2377 Power wheelchair accessory, expandable | Con
controller, including all related electronics
and mounting hardware, upgrade
provided at initial issue
E2378 Power wheelchair component, actuator, Yes Y 1 unit per month may be approved for
replacement only rental.
E2381 Power wheelchair accessory, pneumatic Con 21Y PAR required for purchase but not for
drive wheel tire, any size, replacement repair.
only, each Over 2 units require PAR.
E2382 Power wheelchair accessory, tube for Con 21Y PAR required for purchase but not for
pneumatic drive wheel tire, any size, repair.
replacement only, each Over 2 units requires PAR.
E2383 Power wheelchair accessory, insert for Con 21Y PAR required for purchase but not for
pneumatic drive wheel tire (removable), repair.
any type, any size, replacement only, Over 2 units requires PAR.
each
E2384 Power wheelchair accessory, pneumatic Con 2IY PAR required for purchase but not for

caster tire, any size, replacement only,
each

repair.
Over 2 units requires PAR.
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E2385 Power wheelchair accessory, tube for Con 2IY PAR required for purchase but not for
pneumatic caster tire, any size, repair.
replacement only, each Over 2 units requires PAR.
E2386 Power wheelchair accessory, foam filled Con 2IY PAR required for purchase but not for
drive wheel tire, any size, replacement repair.
only, each Over 2 units requires PAR.
E2387 Power wheelchair accessory, foam filled Con 2IY PAR required for purchase but not for
caster tire, any size, replacement only, repair.
each Over 2 units requires PAR.
E2388 Power wheelchair accessory, foam drive Con 21Y PAR required for purchase but not for
wheel tire, any size, replacement only, repair.
each Over 2 units requires PAR.
E2389 Power wheelchair accessory, foam caster | Con 21Y PAR required for purchase but not for
tire, any size, replacement only, each repair.
Over 2 units requires PAR.
E2390 Power wheelchair accessory, solid Con 21Y PAR required for purchase but not for
(rubber/plastic) drive wheel tire, any size, repair.
replacement only, each Over 2 units requires PAR.
E2391 Power wheelchair accessory, solid Con 21Y PAR required for purchase but not for
(rubber/plastic) caster tire (removable), repair.
any size, replacement only, each Over 2 units requires PAR.
E2392 Power wheelchair accessory, solid Con 21Y PAR required for purchase but not for
(rubber/plastic) caster tire with integrated repair.
wheel, any size, replacement only, each Over 2 units requires PAR.
E2394 Power wheelchair accessory, drive wheel | Con 21Y PAR required for purchase but not for
excludes tire, any size, replacement only, repair.
each Over 2 units requires PAR.
E2395 Power wheelchair accessory, caster Con 21Y PAR required for purchase but not for
wheel excludes tire, any size, repair.
replacement only, each Over 2 units requires PAR.
E2396 Power wheelchair accessory, caster fork, | Con 2IY PAR required for purchase but not for
any size, replacement only, each repair.
Over 2 units requires PAR.
E2397 Power wheelchair accessory, lithium Con PAR required for purchase but not for
based battery, each repair.
K0015 Detachable, non-adjustable height Yes 1item = 1 armrest
armrest, each
K0017 Detachable, adjustable height armrest, Yes 1item = 1 armrest
base, each
K0018 Detachable, adjustable height armrest, Yes 1item = 1 armrest
upper portion each
K0019 Arm pad, each Con 2IY For repair only. 1item =1 arm pad
Over 2 units requires PAR.
K0020 Fixed, adjustable height armrest, pair Yes 1item = 1 pair
K0037 High mount flip-up footrest, each Yes 1litem =1 leg strap
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K0040 Adjustable angle footplate, each Con 2IY 1 item = 1 footplate
Over 2 units requires PAR.
K0041 Large size footplate, each Con 2IY 1 item = 1 footplate
Over 2 units requires PAR.
K0042 Standard size footplate, each Con 2IY 1 item = 1 footplate
Over 2 units requires PAR.
K0043 Footrest, lower extension tube, each Con 2IY For repair only, slider extension tubes
Over 2 units requires PAR.
K0044 Footrest, lower extension bracket, each Con 21Y For repair only.
Over 2 units requires PAR.
K0045 Footrest, complete assembly Con 2IY Swing away
Over 2 units requires PAR.
K0046 Elevating leg rest, lower extension tube, Con 2IY For repair only.
each PAR required for more than 2 per fiscal
year.
K0047 Elevating leg rest, upper hanger bracket, Con 21Y For repair only.
each PAR required for more than 2 per fiscal
year.
K0050 Ratchet assembly Yes For repair only.
K0051 Cam release assembly, footrest or leg Yes For repair only.
rest, each
K0052 Swing away, detachable footrests, each Con 21Y New or repair.
Over 2 units requires PAR.
K0053 Elevating footrests, articulating Yes
(telescoping), each
K0065 Spoke protectors, each Yes 1 item = 1 spoke protector
K0069 Rear wheel assembly, complete, with Con PAR required for purchase but not
solid tire, spokes or molded, each required for repair.
K0070 Rear wheel assembly, complete, with Con 21Y PAR required for purchase but not
pneumatic tire, spokes or molded, each required for repair. 1 item = 1 assembly.
Over 2 units requires PAR.
K0071 Front caster assembly, complete, with Con 2 per3Y |PAR required for purchase but not
pneumatic tire, each required for repair. 1 item = 1 assembly.
PAR required for more than 2 per 3 fiscal
years.
K0072 Front caster assembly, complete, with Con 2 per3Y |PAR required for purchase but not
semi-pneumatic tire, each required for repair.
1item = 1 assembly.
PAR required for more than 2 per 3 fiscal
years.
K0073 Caster pin lock, each None 1item = 1 pin.
K0077 Front caster assembly, complete, with Con 2 per3Y |PAR required for purchase but not
solid tire, each required for repair. 1 item = 1 tire.
PAR required for more than 2 per 3 fiscal
years.
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K0098 Drive belt for power wheelchair Yes For repair only.
K0195 Elevating leg rest, pair (for use with Yes
capped rental wheelchair base)
K0462-RR Temporary replacement for patient owned | Yes Do not use when there is an appropriate
equipment being repaired, any type code available for the rental equipment
being provided.
K0733 Power wheelchair accessory, 12 to 24 Con PAR required for purchase but not for
AMP hour sealed lead acid battery, each repair.

(e.g., gel cell, absorbed glassmat)

Support systems

E0956 Wheelchair accessory, lateral trunk or hip | Yes
support, any type, including fixed
mounting hardware, each

E0957 Wheelchair accessory, medial thigh Yes
support, any type, including fixed
mounting hardware, each

E2291 Back, planar, for pediatric size wheelchair | Yes
including fixed attaching hardware

E2292 Seat, planar, for pediatric size wheelchair | Yes
including fixed attaching hardware

E2293 Back, contoured, for pediatric size Yes
wheelchair including fixed attaching
hardware

E2294 Seat, contoured, for pediatric size Yes
wheelchair including fixed attaching
hardware

E2620 Positioning wheelchair back cushion, Yes

planar back with lateral supports, width
less than 22 inches, any height, including
any type mounting hardware

E2621 Positioning wheelchair back cushion, Yes
planar back with lateral supports, width 22
inches or greater, any height, including
any type mounting hardware

E2626 Wheelchair accessory, shoulder elbow, Yes New code effective 1/1/2012.
mobile arm support attached to
wheelchair, balanced, adjustable

E2627 Wheelchair accessory, shoulder elbow, Yes New code effective 1/1/2012.
mobile arm support attached to
wheelchair, balanced, adjustable Rancho

type

E2628 Wheelchair accessory, shoulder elbow, Yes New code effective 1/1/2012.
mobile arm support attached to
wheelchair, balanced, reclining
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E2629 Wheelchair accessory, shoulder elbow, Yes New code effective 1/1/2012.
mobile arm support attached to
wheelchair, balanced, friction arm support
(friction dampening to proximal and distal
joints)

E2630 Wheelchair accessory, shoulder elbow, Yes New code effective 1/1/2012.
mobile arm support, monosuspension arm
and hand support, overhead elbow
forearm hand sling support, yoke type
suspension support

E2631 Wheelchair accessory, addition to mobile | Yes New code effective 1/1/2012.
arm support, elevating proximal arm

E2632 Wheelchair accessory, addition to mobile | Yes New code effective 1/1/2012.
arm support, offset or lateral rocker arm
with elastic balance control

E2633 Wheelchair accessory, addition to mobile | Yes New code effective 1/1/2012.
arm support, supinator

T5001 Positioning seat for persons with special Yes Use this code for custom
orthopedic needs seating/positioning car seats.

COCHLEAR EQUIPMENT & SUPPLIES

A4638 Replacement battery for patient-owned None
ear pulse generator, each

E2120 Pulse generator system for tympanic Yes
treatment of inner ear endolymphatic fluid

L8615 Headset/headpiece for use with cochlear | None
implant device, replacement

L8616 Microphone for use with cochlear implant | None
device, replacement

L8617 Transmitting coil for use with cochlear None
implant device, replacement

L8618 Transmitter cable for use with cochlear None
implant device, replacement

L8619 Cochlear implant external speech None
processor, replacement

L8621 Zinc air battery for use with cochlear None
implant device, replacement, each

L8622 Alkaline battery for use with cochlear None
implant device, any size, replacement,
each

L8623 Lithium ion battery for use with cochlear None
implant device speech processor, other
than ear level, replacement, each

L8624 Lithium ion battery for use with cochlear None
implant device speech processor, ear
level, replacement, each

L8627 Cochlear implant, external speech None
processor, component, replacement
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L8628 Cochlear implant, external controller None
component, replacement
L8629 Transmitting coil and cable, integrated, for| None
use with cochlear implant device,
replacement
DIABETIC MONITORING EQUIPMENT & SUPPLIES
A4206 Syringe with needle, sterile, 1 cc or less, | None 120/M  |Use for diabetic syringes. All syringes
each must be billed on the supply claim form. 1
item = 1 syringe
A4211 Supplies for self administered injection None
A4215 Needle, sterile, any size, each None Use for diabetic pen needles. Indicate
frequency of administration.
A4230 Infusion set for external insulin pump, non | Yes
needle cannula type
A4231 Infusion set for external insulin pump, Yes
needle type
A4232 Syringe with needle for external insulin Yes
pump, sterile, 3cc
A4233 Replacement battery, alkaline (other than | None
J cell), for use with medically necessary
home blood glucose monitor owned by
patient, each
A4234 Replacement battery, alkaline, J cell, for | None
use with medically necessary home blood
glucose monitor owned by patient, each
A4235 Replacement battery, lithium, for use with | None
medically necessary home blood glucose
monitor owned by patient, each
A4236 Replacement battery, silver oxide, for use | None
with medically necessary home blood
glucose monitor owned by patient, each
A4250 Urine test or reagent strips or tablets, None 1 item = 1 strip/tablet Albustix
each
A4252 Blood ketone test or reagent strip, each None
A4253 Blood glucose test or reagent strips for None 6/M 1 item = 50 strips
home blood glucose monitor, per 50 strips
A4255 Platforms for home blood glucose None 1 item = 50 per box
monitor, 50 per box
A4258 Spring-powered device for lancet, each None 1 item = 1 device
A4259 Lancets, per box of 100 None 3/M 1 item = box of 100
A4T72 Blood glucose test strips, for dialysis, per | None 1 item = per 50
50 Also for diabetic use.
A9274 External ambulatory insulin delivery Yes
system, disposable, each, includes all
supplies and accessories
E0607 Home blood glucose monitor None Y
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E0784 External ambulatory infusion pump, Yes 1item = 1 system
insulin
E2100 Blood glucose monitor with integrated Yes Medical justification needed for upgrade.
voice synthesizer
E2101 Blood glucose monitor with integrated Yes Medical justification needed for upgrade.
lancing/blood sample
DISPOSABLE SUPPLIES — GENERAL USE
Antiseptics/solutions
A4216 Sterile water, saline and/or dextrose, Yes 62/M
diluent/flush, 10 ml
A4217 Sterile water/saline, 500 ml Yes 30/M
A4218 Sterile saline or water, metered dose Yes 20/M
dispenser, 10 ml
A4244 Alcohol or peroxide, per pint Yes 1item =1 pint
A4245 Alcohol wipes, each None Not allowable for incontinence/baby wipes
use.
1item = 1 wipe
A4246 Betadine, per pint Yes 1item =1 pint
A4247 Betadine or lodine swabs/wipes, each Yes 1 item = 1 swab/wipe
A6250 Skin sealants, protectants, moisturizers, None
ointment
S8301 Infection control supplies, not otherwise Yes Use for masks, disposable gowns, etc.
specified
First aid/dressings
A4450 Tape, non-waterproof, per 18 square Yes
inches
A4452 Tape, waterproof, per 18 square inches Yes 31/M
A4455 Adhesive remover or solvent, each None
A4456 Adhesive remover, wipes, any type, each | None
A4461 Surgical dressing holder, non-reusable, None
each
A4463 Surgical dressing holder, reusable, each | None
A4561 Pessary, rubber, any type None
A4562 Pessary, non-rubber, any type None
A4565 Sling, each None
A4566 Shoulder sling or vest design, abduction None
restrainer, with or without swathe control,
prefabricated, includes fitting and
adjustment
A4570 Splint None
A4927 Gloves, non-sterile, per 100 Yes 2/M 1 item =100 gloves
Over 2 boxes requires PAR.
A4930 Gloves, sterile, per pair No 5/D 1item = 1 pair

Limit 5 pair per day.
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A6010 Collagen based wound filler, dry form, Yes
sterile, per gram of collagen
A6011 Collagen based wound filler, gel/paste, Yes
per gram of collagen
A6021 Collagen dressing, sterile, size 16 sq. in. Yes
or less, each
A6022 Collagen dressing, sterile, size more than | Yes
16 sqg. in. but less than or equal to 48 sq.
in., each
A6023 Collagen dressing, sterile, size more than | Yes
48 sq. in., each
A6024 Collagen dressing wound filler, sterile, per| Yes
6 inches
A6025 Gel sheet for dermal or epidermal Yes 1item =1 sheet
application, (e.g., silicone, hydrogel,
other), each
A6154 Wound pouch, each Yes 1item = 1 pouch

A6196 Alginate or other fiber gelling dressing, Yes
wound cover, sterile, pad size 16 sq. in. or
less, each dressing

A6197 Alginate or other fiber gelling dressing, Yes
wound cover, sterile, pad size more than
16 sqg. in. but less than or equal to 48 sq.
in., each dressing

A6198 Alginate or other fiber gelling dressing, Yes
wound cover, sterile, pad size more than
48 sq. in., each dressing

A6199 Alginate or other fiber gelling dressing, Yes
wound filler, sterile, per 6 inches
A6203 Composite dressing, sterile, pad size 16 Yes

sq. in. or less, with any size adhesive
border, each dressing

A6204 Composite dressing, sterile, pad size Yes
more than 16 sqg. in. but less than or equal
to 48 sq. in. with any size adhesive
border, each dressing

A6205 Composite dressing, sterile, pad size Yes
more than 48 sqg. in., with any size
adhesive border, each dressing

A6206 Contact layer, sterile, 16 sq. in. or less, Yes
each dressing

A6207 Contact layer, sterile, more than 16 sq. in. | Yes
but less than or equal to 48 sq. in., each
dressing

A6208 Contact layer, sterile, more than 48 sq. Yes

in., each dressing
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A6209 Foam dressing, wound cover, sterile, pad | Yes
size 16 sq. in. or less, without adhesive
border, each dressing

A6210 Foam dressing, wound cover, sterile, pad | Yes
size more than 16 sq. in. but less than or
equal to 48 sq. in., without adhesive
border, each dressing

A6211 Foam dressing, wound cover, sterile, pad | Yes
size more than 48 sq. in., without
adhesive border, each dressing

A6212 Foam dressing, wound cover, sterile, pad | Yes
size 16 sqg. in. or less, with any size
adhesive border, each dressing

A6213 Foam dressing, wound cover, sterile, pad | Yes
size more than 16 sq. in. but less than or
equal to 48 sq. in., with any size adhesive
border, each dressing

A6214 Foam dressing, wound cover, sterile, pad | Yes
size more than 48 sq. in., with any size
adhesive border, each dressing

A6215 Foam dressing, wound filler, sterile, per Yes
gram
A6216 Gauze, non-impregnated, non-sterile, pad | Yes

size 16 sqg. in. or less, without adhesive
border, each dressing

A6217 Gauze, non-impregnated, non-sterile, pad | Yes
size more than 16 sq. in. but less than or
equal to 48 sq. in., without adhesive
border, each dressing

A6218 Gauze, non-impregnated, non-sterile, pad | Yes
size more than 48 sq. in., without
adhesive border, each dressing

A6219 Gauze, non-impregnated, sterile, pad size | Yes
16 sq. in. or less, with any size adhesive
border, each dressing

A6220 Gauze, non-impregnated, sterile, pad size | Yes
more than 16 sqg. in. but less than or equal
to 48 sq. in., with any size adhesive
border, each dressing

A6221 Gauze, non-impregnated, sterile, pad size | Yes
more than 48 sq. in., with any size
adhesive border, each dressing

A6222 Gauze, impregnated with other than Yes
water, normal saline, or hydrogel, sterile,
pad size 16 sq. in. or less, without
adhesive border, each dressing
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A6223 Gauze, impregnated with other than Yes
water, normal saline, or hydrogel, sterile,
pad size more than 16 sq. in. but less
than or equal to 48 sq. in., without
adhesive border, each dressing

A6224 Gauze, impregnated with other than Yes
water, normal saline, or hydrogel, sterile,
pad size more than 48 sq. in., without
adhesive border, each dressing

A6228 Gauze, impregnated, water or normal Yes
saline, sterile, pad size 16 sq. in. or less,
without adhesive border, each dressing

A6229 Gauze, impregnated, water or normal Yes
saline, sterile, pad size more than 16 sq.
in. but less than or equal to 48 sq. in.,
without adhesive border, each dressing

A6230 Gauze, impregnated, water or normal Yes
saline, sterile, pad size more than 48 sq.
in., without adhesive border, each
dressing

A6231 Gauze, impregnated, hydrogel, for direct Yes
wound contact, sterile, pad size 16 sq. in.
or less, each dressing

A6232 Gauze, impregnated, hydrogel, for direct Yes
wound contact, sterile, pad size greater
than 16 sq. in. but less than or equal to 48
sq. in., each dressing

A6233 Gauze, impregnated, hydrogel, for direct Yes
wound contact, sterile, pad size more than
48 sq. in., each dressing

A6234 Hydrocolloid dressing, wound cover, Yes
sterile, pad size 16 sq. in. or less, without
adhesive border, each dressing

A6235 Hydrocolloid dressing, wound cover, Yes
sterile, pad size more than 16 sq. in but
less than or equal to 48 sq. in., without
adhesive border, each dressing

A6236 Hydrocolloid dressing, wound cover, Yes
sterile, pad size more than 48 sq. in.,
without adhesive border, each dressing

A6237 Hydrocolloid dressing, wound cover, Yes
sterile, pad size 16 sqg. in. or less, with any
size adhesive border, each dressing

A6238 Hydrocolloid dressing, wound cover, Yes
sterile, pad size more than 16 sq. in. but
less than or equal to 48 sq. in., with any
size adhesive border, each dressing
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A6239 Hydrocolloid dressing, wound cover, Yes
sterile, pad size more than 48 sq. in., with
any size adhesive border, each dressing

A6240 Hydrocolloid dressing, wound filler, paste, | Yes
sterile, per fluid ounce

A6241 Hydrocolloid dressing, wound filler, dry Yes
form, sterile, per gram

A6242 Hydrogel dressing, wound cover, sterile, Yes

pad size 16 sq. in. or less, without
adhesive border, each dressing

A6243 Hydrogel dressing, wound cover, sterile, Yes
pad size more than 16 sq. in. but less
than or equal to 48 sq. in., without
adhesive border, each dressing

A6244 Hydrogel dressing, wound cover, sterile, Yes
pad size more than 48 sq. in., without
adhesive border, each dressing

A6245 Hydrogel dressing, wound cover, sterile, Yes
pad size 16 sq. in. or less, with any size
adhesive border, each dressing

A6246 Hydrogel dressing, wound cover, sterile, Yes
pad size more than 16 sq. in. but less
than or equal to 48 sq. in., with any size
adhesive border, each dressing

A6247 Hydrogel dressing, wound cover, sterile, Yes
pad size more than 48 sq. in., with any
size adhesive border, each dressing

A6248 Hydrogel dressing, wound filler, gel, per Yes
fluid ounce
A6251 Specialty absorptive dressing, wound Yes

cover, sterile, pad size 16 sq. in. or less,
without adhesive border, each dressing

A6252 Specialty absorptive dressing, wound Yes
cover, sterile, pad size more than 16 sq.
in. but less than or equal to 48 sq. in.,

without adhesive border, each dressing

A6253 Specialty absorptive dressing, wound Yes
cover, sterile, pad size more than 48 sq.
in., without adhesive border, each
dressing

A6254 Specialty absorptive dressing, wound Yes
cover, sterile, pad size 16 sq. in. or less,
with any size adhesive border, each
dressing
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A6255 Specialty absorptive dressing, wound Yes
cover, sterile, pad size more than 16 sq.
in. but less than or equal to 48 sq. in.,
with any size adhesive border, each
dressing

A6256 Specialty absorptive dressing, wound Yes
cover, sterile, pad size more than 48 sq.
in., with any size adhesive border, each
dressing

A6257 Transparent film, sterile, 16 sqg. in. or less, | Yes
each dressing

A6258 Transparent film, sterile, more than 16 sg. | Yes
in. but less than or equal to 48 sq. in.,
each dressing

A6259 Transparent film, sterile, more than 48 sg. | Yes
in., each dressing

A6260 Wound cleansers, any type, any size Yes

A6261 Wound filler, gel/paste, per fluid ounce, Yes
not otherwise specified

A6262 Wound filler, dry form, per gram, not Yes
otherwise specified

A6266 Gauze, impregnated, other than water, Yes
normal saline, or zinc paste, sterile, any
width, per linear yard

A6402 Gauze, non-impregnated, sterile, pad size | Yes
16 sq. in. or less, without adhesive border,
each dressing

A6403 Gauze, non-impregnated, sterile, pad size | Yes
more than 16 sq. in. but less than or equal
to 48 sq. in., without adhesive border,
each dressing

A6404 Gauze, non-impregnated, sterile, pad size | Yes
more than 48 sq. in., without adhesive
border, each dressing

A6407 Packing strips, non-impregnated, sterile, Yes
up to 2 inches in width, per linear yard

A6441 Padding bandage, non-elastic, non- Yes 1 unit = one yard
woven/non-knitted, width greater than or
equal to three inches and less than five
inches, per yard

A6442 Conforming bandage, non-elastic, Yes 1 unit = one yard
knitted/woven, non-sterile, width less than
three inches, per yard

A6443 Conforming bandage, non-elastic, Yes 1 unit = one yard
knitted/woven, non-sterile, width greater
than or equal to three inches and less
than five inches, per yard
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A6444 Conforming bandage, non-elastic, Yes 1 unit = one yard
knitted/woven, non-sterile, width greater
than or equal to 5 inches, per yard

A6445 Conforming bandage, non-elastic, Yes 1 unit = one yard
knitted/woven, sterile, width less than
three inches, per yard

A6446 Conforming bandage, non-elastic, Yes 1 unit = one yard
knitted/woven, sterile, width greater than
or equal to three inches and less than five
inches, per yard

A6447 Conforming bandage, non-elastic, Yes 1 unit = one yard
knitted/woven, sterile, width greater than
or equal to five inches, per yard

A6448 Light compression bandage, elastic, Yes 1 unit = one yard
knitted/woven, width less than three
inches, per yard

A6449 Light compression bandage, elastic, Yes 1 unit = one yard
knitted/woven, width greater than or equal
to three inches and less than five inches,
per yard

A6450 Light compression bandage, elastic, Yes 1 unit = one yard
knitted/woven, width greater than or equal
to five inches, per yard

A6451 Moderate compression bandage, elastic, Yes 1 unit = one yard
knitted/woven, load resistance of 1.25 to
1.34 foot pounds at 50% maximum
stretch, width greater than or equal to
three inches and less than five inches, per
yard

A6452 High compression bandage, elastic, Yes 1 unit = one yard
knitted/woven, load resistance greater
than or equal to 1.35 foot pounds at 50%
maximum stretch, width greater than or
equal to three inches and less than five
inches, per yard

A6453 Self-adherent bandage, elastic, non- Yes 1 unit = one yard
knitted/non-woven, width less than three
inches, per yard

A6454 Self-adherent bandage, elastic, non- Yes 1 unit = one yard
knitted/non-woven, width greater than or
equal to three inches and less than five
inches, per yard

A6455 Self-adherent bandage, elastic, non- Yes 1 unit = one yard
knitted/non-woven, width greater than or
equal to five inches, per yard
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A6456 Zinc paste impregnated bandage, non- Yes 1 unit = one yard
elastic, knitted/non-woven, width greater
than or equal to three inches and less
than five inches, per yard
A6457 Tubular dressing with or without elastic, Yes
any width, per linear yard
S8450 Splint, prefabricated, digit (specify digit by | None
use of modifier)
S8451 Splint, prefabricated, wrist or ankle None
S8452 Splint, prefabricated, elbow None
Compression burn garment
A6501 Compression burn garment, bodysuit Yes
(head to foot), custom fabricated
A6502 Compression burn garment, chin strap, Yes
custom fabricated
A6503 Compression burn garment, facial hood, Yes
custom fabricated
A6504 Compression burn garment, glove to Yes
wrist, custom fabricated
A6505 Compression burn garment, glove to Yes
elbow, custom fabricated
A6506 Compression burn garment, glove to Yes
axilla, custom fabricated
A6507 Compression burn garment, foot to knee Yes
length, custom fabricated
A6508 Compression burn garment, foot to thigh Yes
length, custom fabricated
A6509 Compression burn garment, upper trunk Yes
to waist including arm openings (vest),
custom fabricated
A6510 Compression burn garment, trunk, Yes
including arms down to leg openings
(leotard), custom fabricated
A6511 Compression burn garment, lower trunk Yes
including leg openings (panty), custom
fabricated
A6512 Compression burn garment, not otherwise| Yes
classified
A6513 Compression burn mask, face and/or Yes
neck, plastic or equal, custom fabricated
Ostomy care
A4361 Ostomy face plate, all sizes, each None 1 item = 1 faceplate
A4362 Skin barrier, solid, 4x4 or equivalent, each| None
A4363 Ostomy clamp, any type, replacement None
only, each

Revised: 12/14 Page 71



COLORADO MEDICAL ASSISTANCE PROGRAM DURABLE MEDICAL EQUIPMENT AND SUPPLIES PROVIDER REFERENCE MANUAL

Unit
Limits
Code Description PAR | Y=Year Comments
M=Month
W=Week
D=Day
A4364 Adhesive for ostomy or catheter, liquid None 1item = 1 ounce
(spray, brush, etc.), cement, powder or Silicone, latex.
paste, any composition, per ounce
A4366 Ostomy vent, any type, each None
A4367 Ostomy belt, each None 1item =1 belt
A4368 Ostomy filter, any type, each None 1item = 1 filter
A4369 Ostomy skin barrier; liquid (spray, brush, | None 1item =1 ounce
etc.), per ounce
A4371 Ostomy skin barrier; powder, per ounce None 1item = 1 ounce
A4372 Ostomy skin barrier; solid 4x4 or None 1 item =1 skin barrier

equivalent, standard wear, with built-in
convexity, each

A4373 Ostomy skin barrier; with flange (solid, None 1item = 1 skin barrier
flexible or accordion), with built-in
convexity, any size, each

A4375 Ostomy pouch, drainable, with faceplate | None 1litem =1 pouch
attached, plastic, each

A4376 Ostomy pouch, drainable, with faceplate None 1 item = 1 pouch
attached, rubber, each

A4377 Ostomy pouch drainable, for use on None 1 item = 1 pouch
faceplate, plastic, each

A4378 Ostomy pouch, drainable, for use on None 1item =1 pouch
faceplate, rubber, each

A4379 Ostomy pouch, urinary, with faceplate None 1item =1 pouch
attached, plastic, each

A4380 Ostomy pouch, urinary, with faceplate None 1 item = 1 pouch
attached, rubber, each

A4381 Ostomy pouch, urinary, for use on None 1item = 1 pouch
faceplate, plastic, each

A4382 Ostomy pouch, urinary, for use on None 1item =1 pouch
faceplate, heavy plastic, each

A4383 Ostomy pouch, urinary, for use on None 1 item =1 pouch
faceplate, rubber, each

A4384 Ostomy faceplate equivalent, silicone ring,| None 1 item = 1 faceplate, silicone ring
each

A4385 Ostomy skin barrier, solid 4x4 or None 1 item = 1 skin barrier

equivalent, extended wear, without built-in
convexity, each

A4387 Ostomy pouch, closed; with barrier None 1item = 1 pouch
attached, with built-in convexity (1 piece),
each

A4388 Ostomy pouch, drainable, with extended | None 1item = 1 pouch
wear barrier attached, (1 piece), each

A4389 Ostomy pouch, drainable, with barrier None 1item = 1 pouch
attached, with built-in convexity (1 piece),
each
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A4390 Ostomy pouch, drainable, with extended | None 1item = 1 pouch
wear barrier attached, with built-in
convexity (1 piece), each
A4391 Ostomy pouch, urinary, with extended None 1item = 1 pouch
wear barrier attached (1 piece), each
A4392 Ostomy pouch, urinary, with standard None 1item = 1 pouch

wear barrier attached, with built-in
convexity (1 piece), each

A4393 Ostomy pouch, urinary, with extended None 1item = 1 pouch
wear barrier attached, with built-in
convexity (1 piece), each

A4394 Ostomy deodorant, with or without None
lubricant, for use in ostomy pouch, per
fluid ounce

A4395 Ostomy deodorant for use in ostomy None 1item = 1 tablet
pouch, solid, per tablet

A4396 Ostomy belt with peristomal hernia None 1item =1 belt
support

A4397 Irrigation supply, sleeve, each None 1item =1 sleeve

A4398 Ostomy irrigation supply; bag, each None 1litem =1 bag

A4399 Ostomy irrigation supply; cone/catheter, None 1 item = cone/catheter and brush
with or without brush

A4400 Ostomy irrigation set, each None 1litem =1 set

A4402 Lubricant, per ounce None 1item = 1 ounce

A4404 Adhesive rings (washers, wafers, discs, None 1litem =1ring
etc.), each

A4405 Ostomy skin barrier, non-pectin based, None 1item =1 ounce
paste, per ounce

A4406 Ostomy skin barrier, pectin based, paste, | None 1 item =1 ounce
per ounce

A4407 Ostomy skin barrier, with flange (solid, None 1 item = 1 skin barrier

flexible or accordion), extended wear, with
built-in convexity, 4 X 4 inches or smaller,
each

A4408 Ostomy skin barrier, with flange (solid, None 1 item = 1 skin barrier
flexible or accordion), extended wear, with
built-in convexity, larger than 4 X 4
inches, each

A4409 Ostomy skin barrier, with flange (solid, None 1 item = 1 skin barrier
flexible or accordion), extended wear,
without built-in convexity, 4 X 4 inches or
smaller, each

A4410 Ostomy skin barrier, with flange (solid, None 1 item = 1 skin barrier
flexible or accordion), extended wear,
without built-in convexity, larger than 4 X
4 inches, each
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A4411

Ostomy skin barrier, solid 4X4 or
equivalent, extended wear, with built-in
convexity, each

None

A4412

Ostomy pouch, drainable, high output, for
use on a barrier with flange (2 piece
system), without filter, each

None

A4413

Ostomy pouch, drainable, high output, for
use on a barrier with flange (2 piece
system), with filter, each

None

1 item =1 pouch

A4414

Ostomy skin barrier, with flange (solid,
flexible or accordion), without built-in
convexity, 4 X 4 inches or smaller, each

None

1 item = 1 skin barrier

A4415

Ostomy skin barrier, with flange (solid,
flexible or accordion), without built-in
convexity, larger than 4 X 4 inches, each

None

1 item = 1 skin barrier

A4416

Ostomy pouch, closed, with barrier
attached, with filter (1 piece), each

None

1 unit = 1 pouch

A4417

Ostomy pouch, closed, with barrier
attached, with built-in convexity, with filter(
1 piece), each

None

1 unit = 1 pouch

A4418

Ostomy pouch , closed, without barrier
attached, with filter (1 piece), each

None

1 unit =1 pouch

A4419

Ostomy pouch, closed, for use on barrier
with non-locking flange, with filter (2
piece), each

None

1 unit = 1 pouch

A4420

Ostomy pouch, closed, for use on barrier
with locking flange, (2 piece), each

None

1 unit = 1 pouch

Ad4421

Miscellaneous ostomy supply not
otherwise classified

None

Charges greater than $23.73 must attach
manufacturer's invoice, description &
amounts. Claim must be submitted on
paper.

A4422

Ostomy absorbent material
(sheet/pad/crystal packet) for use in
ostomy pouch to thicken liquid stomal
output, each

None

1 item = 1 packet

A4423

Ostomy pouch, closed, for use on barrier
with locking flange, with filter (2 piece),
each

None

1 unit =1 pouch

A4424

Ostomy pouch, drainable, with barrier
attached, with filter (1 piece), each

None

1 unit =1 pouch

A4425

Ostomy pouch, drainable; for use on
barrier with nonlocking flange, with filter
(two piece system), each

None

1 unit = 1 pouch

A4426

Ostomy pouch, drainable, for use on
barrier with locking flange (2 piece
system), each

None

1 unit = 1 pouch
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A4427

Ostomy pouch, drainable, for use on
barrier with locking flange with filter (2
piece system), each

None

1 unit = 1 pouch

A4428

Ostomy pouch, urinary, with extended
wear barrier attached, with faucet-type tap
with valve (1 piece), each

None

1 unit =1 pouch

A4429

Ostomy pouch, urinary, with barrier
attached, with built-in convexity, with
faucet-type tap with valve (1 piece), each

None

1 unit = 1 pouch

A4430

Ostomy pouch, urinary, with extended
wear barrier attached, with built-in
convexity, with faucet-type tap with valve
(1 piece), each

None

1 unit =1 pouch

A4431

Ostomy pouch, urinary, with barrier
attached, with faucet-type tap with valve
(1 piece), each

None

1 unit = 1 pouch

A4432

Ostomy pouch, urinary, for use on barrier
with non-locking flange, with faucet-type
tap with valve (2 piece), each

None

1 unit = 1 pouch

A4433

Ostomy pouch, urinary, for use on barrier
with locking flange (2 piece), each

None

1 unit = 1 pouch

A4434

Ostomy pouch, urinary, for use on barrier
with locking flange, with faucet-type tap
with valve (2 piece), each

None

1 unit =1 pouch

A4435

Ostomy pouch, drainable, high output,
with extended wear barrier (one-piece
system), with or without filter, each

None

31/M

1 unit per one to two days per site. This
item should not be billed with barriers.

A5051

Pouch, closed; with barrier attached (1
piece), each

None

1item =1 pouch

A5052

Ostomy pouch, closed; without barrier
attached (1 piece), each

None

1item = 1 pouch

A5053

Ostomy pouch, closed; for use on
faceplate, each

None

1 item = 1 pouch

A5054

Ostomy pouch, closed; for use on barrier
with flange, (2 piece) each

None

1 item = 1 pouch (2 piece system) each

A5055

Stoma cap, each

None

litem =1 cap

A5056

Ostomy pouch, drainable, with extended
wear barrier attached, with filter, (1 piece),
each

None

New code effective 1/1/12.

A5057

Ostomy pouch, drainable, with extended
wear barrier attached, with built in
convexity, with filter, (1 piece), each

None

New code effective 1/1/12.

A5061

Ostomy pouch, drainable; with barrier
attached (1 piece), each

None

1item = 1 pouch

A5062

Ostomy pouch, drainable; without barrier
attached (1 piece), each

None

1item =1 pouch
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A5063 Ostomy pouch, drainable; for use on None 1item = 1 pouch (2 piece system) each
barrier with flange, (2 piece system), each
A5071 Ostomy pouch; urinary; with barrier None 1 item =1 pouch
attached (1 piece), each
A5072 Ostomy pouch, urinary; without barrier None 1 item =1 pouch
attached (1 piece), each
A5073 Ostomy pouch, urinary; for use on barrier | None 1item = 1 pouch
with flange, per (2 piece), each
A5081 Stoma plug or seal, any type None 1 item = 1 device
A5082 Continent device, catheter for continent None 1 item =1 catheter
stoma, each
A5083 Continent device, stoma absorptive cover | None 1item = 1 cover
for continent stoma
A5093 Ostomy accessory, convex insert, each None 1item = 1 insert
A5102 Bedside drainage bottle, with or without None 1item =1 bottle
tubing rigid or expandable, each
A5105 Urinary suspensory with leg bag, with or | None 1 item = 1 suspensory
without tube, each
A5112 Urinary drainage bag, leg or abdomen, None 1litem =1 bag
latex, with or without tube, with straps,
each
A5113 Leg strap; latex, replacement only, per set| None 1item =1 pair
A5114 Leg strap; foam or fabric, replacement None 1item =1 set
only, per set
A5120 Skin barrier, wipes or swabs, each None .
A5121 Skin barrier, solid, 6x6 or equivalent, each| None 1 item = 1 skin barrier
A5122 Skin barrier, solid, 8x8 or equivalent, each | None 1 item = 1 skin barrier
A5126 Adhesive or non-adhesive disc or foam None 1item =1 pad
pad
A5131 Appliance cleaner, incontinence or None 1item = 1 ounce
ostomy appliance, per ounce
A6250 Skin sealants, protectants, moisturizers, None
ointments, any type, any size
Incontinence Products or Briefs
T4521 Adult sized disposable incontinence Con 240/M  |Diaper. COMBINATION LIMIT
product, brief/diaper, small, each
T4522 Adult sized disposable incontinence Con 240/M  |Diaper. COMBINATION LIMIT
product, brief/diaper, medium, each
T4523 Adult sized disposable incontinence Con 240/M  |Diaper. COMBINATION LIMIT
product, brief/diaper, large, each
T4524 Adult sized disposable incontinence Con 240/M  |Diaper. COMBINATION LIMIT
product, brief/diaper, extra large, each
T4525 Adult sized disposable incontinence Con 240/M  |Pull-up. COMBINATION LIMIT
product, protective underwear/pull-on,
small size, each
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T4526 Adult sized disposable incontinence Con 240/M  |Pull-up. COMBINATION LIMIT
product, protective underwear/pull-on,
medium size, each

T4527 Adult sized disposable incontinence Con 240/M  |Pull-up. COMBINATION LIMIT
product, protective underwear/pull-on,
large size, each

T4528 Adult sized disposable incontinence Con 240/M  |Pull-up. COMBINATION LIMIT
product, protective underwear/pull-on,
extra large size, each

T4529 Pediatric sized disposable incontinence Con 240/M  |Diaper. COMBINATION LIMIT
product, brief/diaper, small/medium size,
each

T4530 Pediatric size disposable incontinence Con 240/M Diaper. COMBINATION LIMIT
product brief/diaper, large size, each

T4531 Pediatric size disposable incontinence Con 240/M Pull-up. COMBINATION LIMIT

product, protective underwear/pull-on,
small/medium size, each

T4532 Pediatric sized disposable incontinence Con 240/M Pull-up. COMBINATION LIMIT
product, protective underwear/pull-on,
large size, each

T4533 Youth sized disposable incontinence Con 240/M  |Diaper. COMBINATION LIMIT
product, brief/diaper, each

T4534 Youth sized disposable incontinence Con 240/M  |Pull-up. COMBINATION LIMIT
product, protective underwear/pull-on,
each

T4535 Disposable Con 240/M  |Liner. COMBINATION LIMIT

liner/shield/guard/pad/undergarment, for
incontinence, each

T4543 Adult sized disposable incontinence Con 240/M Brief. COMBINATION LIMIT
product, protective brief/diaper, above
extra large, each

T4544 Adult sized disposable incontinence Con 240/M Pull-Up. COMBINATION LIMIT
product, protective underwear/pull-on,
above extra large, each

A4554 Underpads, disposable, each Con 150/M  |Chux. 1item =1 pad. Limit 150 per
calendar month. Above 150 requires a
PAR.
Syringes, needles & infusion supplies
A4206 Syringe with needle, sterile, 1 cc, each None Use for diabetic syringes. 1item =1
syringe.
A4207 Syringe with needle, sterile, 2 cc, each Yes 1 item = 1 syringe. Indicate medication

administered, route of administration,
dosage, frequency, and length of necessity
on each prior authorization request.
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A4208 Syringe with needle, sterile, 3 cc, each Yes 1 item = 1 syringe. Indicate medication
administered, route of administration,
dosage, frequency, and length of necessity
on each prior authorization request.
A4209 Syringe with needle, sterile, 5ccupto20 | Yes 1 item = 1 syringe. Indicate medication
cc, each administered, route of administration,
dosage, frequency, and length of necessity
on each prior authorization request.
A4212 Noncoring needle or stylet with or without | None 1item =1 stylet.
catheter
A4213 Syringe, sterile, 20 cc or greater, each Yes 1 item = 1 syringe. Indicate medication

administered, route of administration,
dosage, frequency, and length of necessity
on each prior authorization request.

A4215 Needle (only), sterile, any size, each None 1 item =1 needle. Use for diabetic pen
needles. Indicate frequency of
administration. Do not use with B4220,
A4206-A42009.

A4220 Refill kit for implantable infusion pump None

A4221 Supplies for maintenance of drug infusion | None
catheter, per week (list drug separately)

A4222 Infusion supplies for external drug infusion| None

pump, per cassette or bag (list drugs
separately)

A4232 Syringe with needle for external insulin Yes
pump, sterile, 3cc
S8490 Insulin syringes (100 syringes, any size) None
Urinary care
A4310 Insertion tray without drainage bag & None Includes: underpad/drape, povidone
without catheter (accessories only), each iodine, 10cc syringe, specimen container,
sterile gloves, lubricant, and graduated
collection basin. Do not bill included items
separately.
A4311 Insertion tray without drainage bag, with None 1litem =1 set
indwelling catheter, Foley type, two-way
latex with coating (Teflon, silicone,
silicone elastomer or hydrophilic, etc.), per
set
A4312 Insertion tray without drainage bag with None 1litem =1 set

indwelling catheter, Foley type, two-way,
all silicone, per set

A4314 Insertion tray with drainage bag with None 1litem =1 set
indwelling catheter, Foley type, two-way
latex with coating (Teflon, silicone,
silicone elastomer or hydrophilic, etc.), per
set
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A4315 Insertion tray with drainage bag with None 1litem =1 set
indwelling catheter, Foley type, two-way,
all silicone, per set
A4320 Irrigation tray with bulb or piston syringe, | None 1item =1 set
each
A4322 Irrigation syringe, bulb or piston, each None 1 item =1 syringe
A4326 Male external catheter with integral None Inflatable, faceplate, etc.
collection chamber, any type, each 1 item = 1 catheter
A4327 Female external urinary collection device, | None litem =1 cup
metal cup, each
A4328 Female external urinary collection device, | None 1item =1 pouch
pouch, each
A4330 Perianal fecal collection pouch with None 1 item = 1 pouch
adhesive, each
A4331 Extension drainage tubing, any type, any | None 1 item = 1 extension drainage tubing
length, with connector/adapter, for use
with urinary leg bag or urostomy pouch,
each
A4332 Lubricant, individual sterile packet, each None 1 item = 1 packet
A4333 Urinary catheter anchoring device, None 1 item =1 device
adhesive skin attachment, each
A4334 Urinary catheter anchoring device, leg None 1 item =1 device
strap, each
A4335 Miscellaneous incontinence supply not Yes No PAR required if used for urinary tubing,
otherwise classified clamps, connectors, hand adapters. Billing
must include description of urnairy item.
A4336 Incontinence supply, urethral insert, any None 1item = 1 insert
type, each
A4338 Indwelling catheter, Foley type, two-way | None 2/IM 1 item = 1 catheter
latex with coating (Teflon, silicone,
silicone elastomer or hydrophilic, etc.),
each
A4340 Indwelling catheter, specialty type (coude, | None 1item = 1 catheter
mushroom, wing, etc.), each
A4344 Indwelling catheter, Foley type, two-way, | None 1 item = 1 catheter
all silicone, each
A4349 Male external catheter, with or without None
adhesive, disposable, each
A4351 Intermittent urinary catheter; straight tip, None 1 item = 1 catheter
with or without coating (Teflon, silicone,
silicone elastomer, or hydrophilic, etc.),
each
A4351-22 Intermittent urinary catheter; straight tip, None Use for Hydrophilic catheter. 1 item =1

with or without coating (Teflon, silicone,
silicone elastomer, or hydrophilic, etc.),
each

catheter
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A4352 Intermittent urinary catheter; Coude None 1 item = 1 catheter
(curved) tip, with or without coating
(Teflon, silicone, silicone elastomer, or
hydrophilic, etc.), each
A4352-22 Intermittent urinary catheter; Coude None Use for Hydrophilic catheter. 1 item =1
(curved) tip, with or without coating catheter
(Teflon, silicone, silicone elastomer, or
hydrophilic, etc.), each
A4353 Intermittent urinary catheter, with insertion| Yes
supplies
A4353- 22 Intermittent urinary catheter, with insertion| Yes
supplies
A4354 Insertion tray with drainage bag, without None 1item =1 tray & bag
catheter, each
A4356 External urethral clamp or compression None 1item =1 clamp
device (not to be used for catheter clamp),
each
A4357 Bedside drainage bag, day or night, with | None 2IM 1litem =1 set
or without anti-reflux device, with or
without tube, per set
A4358 Urinary drainage bag, leg or abdomen, None 2/M 1litem =1 bag
vinyl, with or without tube, with straps,
each
A4360 Disposable external urethral clamp or None
compression device, with pad and/or
pouch, each
Miscellaneous
A4265 Paraffin, per pound Yes 1item = 1 pound
A6410 Eye Pad, sterile, each None 1item = 1 eye pad
A6411 Eye Pad, non-sterile, each None 1item =1 eye pad
A6412 Eye patch, occlusive, each None 1item = 1 eye patch
E0235 Paraffin bath unit, portable each Yes 1item =1 unit
ELASTIC SUPPORTS & STOCKINGS — GENERAL USE
A4465 Nonelastic binder for extremity None
A4466 Garment, belt, sleeve or other covering, None
elastic or similar stretchable material, any
type, each
A4490 Surgical stocking, above knee length, None 1 item = 1 stocking
each
A4495 Surgical stocking, thigh length, each None 1 item = 1 stocking
A4500 Surgical stocking, below knee length, None 1 item = 1 stocking
each
A4510 Surgical stocking, full length, each None 1 item = 1 stocking
A6530 Gradient compression stocking, below None
knee, 18-30 mmhg, each
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A6531 Gradient compression stocking, below None
knee, 30-40 mmhg, each
A6532 Gradient compression stocking, below None
knee, 40-50 mmhg, each
A6533 Gradient compression stocking, thigh None
length, 18-30 mmhg, each
A6534 Gradient compression stocking, thigh None
length, 30-40 mmhg, each
A6535 Gradient compression stocking, thigh None
length, 40-50 mmhg, each
A6536 Gradient compression stocking, full None
length/chap style, 18-30 mmhg, each
A6537 Gradient compression stocking, full None
length/chap style, 30-40 mmhg, each
A6538 Gradient compression stocking, full None
length/chap style, 40-50 mmhg, each
A6539 Gradient compression stocking, waist None
length, 18-30 mmhg, each
A6540 Gradient compression stocking, waist None
length, 30-40 mmhg, each
A6541 Gradient compression stocking, waist None
length 40-50 mmhg, each
A6544 Gradient compression stocking, garter None
belt
A6545 Gradient compression wrap, non-elastic, | None
below knee, 30-50 mm hg, each
A6549 Gradient compression stocking/sleeve, None
not otherwise specified
HEAT & COLD APPLICATION EQUIPMENT — GENERAL USE
A9273 Hot water bottle, ice cap or collar, heat Yes
and/or cold wrap, any type
E0200 Heat lamp, without stand (table model), Yes
includes bulb or infrared element, each
E0215 Electric heat pad, moist Yes Benefit under very limited circumstances.
E0217 Water circulating heat pad with pump Yes
E0218 Water circulating cold pad with pump Yes
E0221 Infrared heating pad system Yes
E0236 Pump for water circulating pad, each Yes
E0249 Pad for water circulating heat unit, for Yes Purchase for member owned equipment
replacement only only.
MONITORING EQUIPMENT & SUPPLIES — GENERAL USE
A4556 Electrodes (e.g., apnea monitor), per pair | None 1item = 1 pair. Note: Purchase for
member owned equipment only. Must be
provided by supplier for rented equipment.
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A4557 Lead wires or cables, per pair None 1 item = 1 pair. Note: Purchase for
member owned equipment only. Must be
provided by supplier for rented equipment.
A4558 Conductive gel or paste, for use with None 1 item = 1 tube of gel
electrical device (e.g., tens, nmes), per oz
A4660 Sphygmomanometer/blood pressure Yes
apparatus with cuff and stethoscope
A4663 Blood pressure cuff only Yes 1item = 1 cuff only
A4670 Automatic blood pressure monitor Yes Digital
E0607 Home blood glucose monitor, each None
E0619-RR Apnea monitor, with recording feature Yes 1/M Includes cardiac monitoring (belts
included). 1 unit = 1 month Beyond 6
months requires Questionnaire #7.
E0445 Oximeter device for measuring blood Yes Requires Questionnaire # 6
E0445-RR oxygen levels non-invasively Purchase is required after a two month
E0445-KR rental period. Total reimbursement,
including rental, shall not exceed the
purchase price.
For members under 3 years of age only:
Equipment may be rented by members for
a period of up to 3 years or unitl age 3.
However, for rental periods exceeding 2
months, purchase is required when the
member reaches age 3.
Rental:
- RR 1 unit = 1 month
- KR 1 unit = 1 day — use only for overnight
or 24-hour test period use.
E0610 Pacemaker monitor, self-contained Yes
(checks battery depletion, includes
audible & visual check systems), each
E0615 Pacemaker monitor, self-contained, Yes
checks battery depletion & other
pacemaker components, includes
digital/visual check systems, each
K0606 Automatic external defibrillator, with Yes
integrated electrocardiogram analysis,
garment type
K0607 Replacement battery for automated Yes
external defibrillator, garment type only,
each
K0608 Replacement garment for use with Yes
automated external defibrillator, each
K0609 Replacement electrodes for use with Yes

automated external defibrillator, garment
type only, each
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S8270 Enuresis alarm, using auditory buzzer Yes
and/or vibration device
S9001-KR Home uterine monitor with or without Yes 31/D Equipment only. Limited to 1 unit per day-
associated nursing services no more than 31 days at a time. NAB
without essential nursing services.
Telephonic transmission & interpretation
are not benefits.
PHOTOTHERAPY — GENERAL USE
E0202-KR Phototherapy (bilirubin) light with None 31/M 1 item = 1 day rental. Claims may be date
photometer, per day spanned using the KR modifier for the
rental period.
E0691-KR Ultraviolet light therapy system , includes | Yes 31/M 1item = 1 day rental
bulbs/lamps, timer and eye protection;
treatment area 2 square feet or less
E0692-KR Ultraviolet light therapy system panel, Yes 31/M 1item = 1 day rental
includes bulbs/lamps, timer and eye
protection, 4 foot panel
E0693-KR Ultraviolet light therapy system panel, Yes 31/M 1item = 1 day rental
includes bulbs/lamps, timer and eye
protection, 6 foot panel
E0694-KR Ultraviolet multidirectional light therapy Yes 31/M 1item = 1 day rental

system in 6 foot cabinet, includes
bulbs/lamps, timer and eye protection

OXYGEN & RESPIRATORY CARE- GENERAL USE

Respiratory care equipment requires a physician’s prescription. The supplier must maintain a copy of the prescription and
guestionnaire #17 on file at all times.

Humidifiers

A4483

Moisture exchanger, disposable, for use
with invasive mechanical ventilation

Yes

31/M

A7046

Water chamber for humidifier, used with
positive airway pressure device,
replacement, each

Yes

1 item = 1 bottle

EO0500-RR

IPPB machine(s), all types, with built in
nebulization, manual or automatic valves,
internal or external power source (Manual
valves external power source includes
cylinder regulator built-in nebulization)

None

1 item = 1 month rental

E0550

Humidifier, durable, for extensive
supplemental humidification during IPPB
treatment or oxygen delivery (e.g.,
Cascade)

None

E0555

Humidifier, durable, glass or autoclavable
plastic bottle type, for use with regulator
or flowmeter

None

E0560

Humidifier, durable for supplemental
humidification during IPPB treatment or
oxygen delivery (e.g., Cascade Jr.)

None
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E0561 Humidifier, non-heated, used with positive | Yes Purchase for member owned equipment
airway pressure device only.
E0562 Humidifier, heated, used with positive Yes One-time purchase per provider per
airway pressure device member.
E1405 Oxygen & water vapor enriching system Yes
with heated delivery
E1406 Oxygen & water vapor enriching system Yes
without heated delivery
IPPB machines
Oxygen contents — All settings
E0441 Stationary oxygen contents, gaseous, 1 None 1 unit = 50 cubic ft
month’s supply = 1 unit Use Modifier QE for <2 LPM - 95.00
Use no modifier for 2-4 LPM
Us Modifier QF for >4 to 6 LPM - 285.00
Use Modifier QG for > 6 LPM - 403.20
1 unit=1M
E0442 Stationary oxygen contents, liquid, 1 None 1 unit =10 lbs
month’s supply = 1 unit Use Modifier QE for <2 LPM - 95.00
Use no modifier for 2-4 LPM
Use Modifier QF for >4 to 6 LPM - 285.00
Use Modifier QG for > 6 LPM - 403.20
lunit=1M
E0443 Portable oxygen contents, gaseous, 1 None Available only for Medicare crossover
month’s supply = 1 unit claims
E0444 Portable oxygen contents, liquid, 1 None Available only for Medicare crossover
month’s supply = 1 unit claims
S8120 Oxygen contents, gaseous, 1 unit equals | None Available for ventilator members
1 cubic foot Use Modifier TG
Available for use with members receiving
more than 6LPM when approved by HCPF
S8121 Oxygen contents, liquid, 1 unit equals 1 None Available only for ventilator members
pound Use Modifier TG
Available for use with members receiving
more than 6LPM when approved by HCPF
Oxygen systems: Colorado Medicaid-Only Member, POS- Home
E0425-RR Stationary compressed gas system, None Providers must include RR modifier.
purchase: includes regulator, flow meter,
humidifier, cannula or mask, and tubing
E0431-RR Portable gaseous oxygen system, rental; | None Provider must use RR modifier.
includes portable container, regulator,
flow meter, humidifier, cannula or mask,
and tubing
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E0435-RR Portable liquid oxygen system, purchase; | None Providers must include RR maodifier.
includes portable container, supply
reservoir, flowmeter, humidifier, contents
gauge, cannula or mask, tubing, and refill
adapter
E0440-RR Stationary liquid oxygen system, None Providers must include RR modifier.
purchase; includes use of reservoir,
contents indicator, regulator, flowmeter,
humidifier, nebulizer, cannula or mask,
and tubing
K0738-RR Portable gaseous oxygen system, rental; | None Providers must include RR modifier.

home compressor used to fill portable
oxygen cylinders; includes portable
containers, regulator, flowmeter,
humidifier, cannula or mask, and tubing

Oxygen systems: Dually eligible Colorado Medicaid Member, POS- Home

E0424-RR Stationary compressed gaseous oxygen | None Providers must include RR modifier.
system, rental; includes container,
contents, regulator, flowmeter, humidifier,
nebulizer, cannula or mask, & tubing

E0434-RR Portable liquid oxygen system, rental; None Provider must use RR modifier.
includes portable container, supply
reservoir, humidifier, flow meter, refill
adapter, contents gauge, cannula or
mask, and tubing

E0434-TT-RR |Portable liquid oxygen system, rental; None Providers must include both TT and RR
includes portable container, supply modifier. Use for monthly rental of a
reservoir, humidifier, flow meter, refill portable liquid oxygen system to be filled
adapter, contents gauge, cannula or through a centrally located/shared
mask, and tubing stationary reservoir, includes portable

container, flow humidifier, cannula or
mask, tubing & refill adaptor.

K0738-RR Portable gaseous oxygen system, rental; | None Providers must include RR modifier.
home compressor used to fill portable
oxygen cylinders; includes portable
containers, regulator, flowmeter,
humidifier, cannula or mask, and tubing

Oxygen systems: Colorado Medicaid-Only Member, POS-Nursing Facility

E0425-RR Stationary compressed gas system, None Providers must include RR modifier.
purchase: includes regulator, flow meter,
humidifier, cannula or mask, and tubing

E0430-RR Portable gaseous oxygen system, None Providers must include RR modifier.
purchase: includes regulator, flowmeter,
humidifier, cannula or mask, and tubing
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E0435-RR Portable liquid oxygen system, purchase; | None Providers must include RR maodifier.
includes portable container, supply
reservoir, flowmeter, humidifier, contents
gauge, cannula or mask, tubing, and refill
adapter
E0435-TT-RR |Portable liquid oxygen system, purchase; | None Providers must include both TT and RR
includes portable container, supply modifier. Use for monthly rental of a
reservoir, flowmeter, humidifier, contents portable liquid oxygen system to be filled
gauge, cannula or mask, tubing, and refill through a centrally located/shared
adapter stationary reservoir, includes portable
container, flow humidifier, cannula or
mask, tubing & refill adaptor.
E0440-RR Stationary liquid oxygen system, None Providers must include RR modifier.
purchase; includes use of reservoir,
contents indicator, regulator, flowmeter,
humidifier, nebulizer, cannula or mask,
and tubing
E0440-TT-RR |Stationary liquid oxygen system, None Providers must include both TT and RR
purchase; includes use of reservoir, modifier. Use for multiple patient use of
contents indicator, regulator, flowmeter, reservoir. Bill usual & customary charge
humidifier, nebulizer, cannula or mask, divided by total number of all members
and tubing utilizing reservoir. The total, unduplicated
count of members (regardless of payment
source) using the equipment during the
month must be maintained in each
member's file.
Oxygen systems: Dually eligible Medicare/Colorado Medicaid Member, POS-Nursing Facility
E0424-RR Stationary compressed gaseous oxygen None Providers must include RR modifier.
system, rental; includes container,
contents, regulator, flowmeter, humidifier,
nebulizer, cannula or mask, & tubing
E0430-RR Portable gaseous oxygen system, None Providers must include RR modifier.
purchase: includes regulator, flowmeter,
humidifier, cannula or mask, and tubing
E0433-RR Portable liquid oxygen system, rental; None Providers must include RR modifier.
home liquefier used to fill portable liquid
oxygen containers, includes portable
containers, regulator, flowmeter,
humidifier, cannula or mask and tubing,
with or without supply reservoir and
contents gauge
E0434-RR Portable liquid oxygen system, rental; None Provider must use RR modifier.

includes portable container, supply
reservoir, humidifier, flow meter, refill
adapter, contents gauge, cannula or
mask, and tubing
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E0434-TT-RR |Portable liquid oxygen system, rental; None Providers must include both TT and RR
includes portable container, supply modifier. Use for monthly rental of a
reservoir, humidifier, flow meter, refill portable liquid oxygen system to b filled
adapter, contents gauge, cannula or through a centrally located/shared
mask, and tubing stationary reservoir, includes portable
container, flow humidifier, cannula or
mask, tubing & refill adaptor.
E0439-RR Stationary liquid oxygen system, rental; None Providers must include RR maodifier.
includes container, contents, regulator,
flow meter, humidifier, nebulizer, cannula
or mask, & tubing
E0439-TT-RR |Stationary liquid oxygen system, rental, None Providers must include both TT and RR
includes container, contents, regulator, modifier. Use for multiple patient use of
flow meter, humidifier, nebulizer, cannula reservoir. Bill usual & customary charge
or mask, & tubing divided by total number of all members
utilizing reservoir. The total, unduplicated
count of members (regardless of payment
source) using the equipment during the
month must be maintained in each
member's file.
Oxygen concentrators: Colorado Medicaid-Only Member and Medicare/Colorado Medicaid Dually
Eligible Member, POS-Home
E1390-RR Oxygen concentrator, single delivery port, | None
capable of delivering 85 percent or
greater oxygen concentration at the
prescribed flow rate
E1391-RR Oxygen concentrator, dual delivery port, None
capable of delivering 85 percent or
greater oxygen concentration at the
prescribed flow rate, each
E1392-RR Portable oxygen concentrator, rental None
Oxygen concentrators: Colorado Medicaid-Only Member and Medicare/Colorado Medicaid Dually
Eligible Member, POS-Nursing Facility
E1390-TT Oxygen concentrator, single delivery port, | None 1 item = 1 hour usage $167.67(or 729
capable of delivering 85 percent or units) per month maximum for
greater oxygen concentration at the concentrator/equipment.
prescribed flow rate
E1391-TT Oxygen concentrator, dual delivery port, None 1 item = 1 hour usage
capable of delivering 85 percent or 167.67 (or 729 units) per month aximum
greater oxygen concentration at the for concentrator/equipment_
prescribed flow rate, each
E1392-TT Portable oxygen concentrator, rental None 1 item =1 hour usage $167.67 (or 729
units) per month maximum for
concentrator/equipment.
Ventilators, percussors, & respirators
A4604 Tubing with integrated heating element for| Yes

use with positive airway pressure device
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A7020 Interface for cough stimulating device, Yes
includes all components, replacement
only

A7025 High frequency chest wall oscillation Yes Requires Questionnaire #14.
system vest, replacement for use with
patient owned equipment, each

A7026 High frequency chest wall oscillation None Purchase for member owned equipment
system hose, replacement for use with only.
patient owned equipment, each

A7027 Combination oral/nasal mask, used with Yes 6/Y Purchase for member owned equipment
continuous positive airway pressure only.
device, each

A7028 Oral cushion for combination oral/nasal Yes 6/Y Purchase for member owned equipment
mask, replacement only, each only.

A7029 Nasal pillows for combination oral/nasal Yes 6/Y Purchase for member owned equipment
mask, replacement only, pair only.

A7030 Full face mask used with positive airway Yes 6/Y Purchase for member owned equipment
pressure device, each only.

A7031 Face mask interface, replacement for full | Yes 6/Y Purchase for member owned equipment
face mask, each only.

A7032 Cushion for use on nasal mask interface, Yes 6/Y Purchase for member owned equipment
replacement only, each only.

A7033 Pillow for use on nasal cannula type Yes 6/Y Purchase for member owned equipment
interface, replacement only, pair only.

A7034 Nasal interface (mask or cannula type) Yes 6/Y Purchase for member owned equipment
used with positive airway pressure devise, only.
with or without head strap

A7035 Headgear used with positive airway Yes 6/Y Purchase for member owned equipment
pressure device only.

A7036 Chinstrap used with positive airway Yes 6/Y Purchase for member owned equipment
pressure device only.

A7037 Tubing used with positive airway pressure | None 12/Y Purchase for member owned equipment
device only.

A7038 Filter, disposable, used with positive Yes 1Y Purchase for member owned equipment
airway pressure device only.

A7039 Filter, non disposable, used with positive Yes Y Purchase for member owned equipment
airway pressure device only.

A7044 Oral interface used with positive airway Yes 6/Y Purchase for member owned equipment
pressure device, each only.

A7045 Exhalation port with or without swivel Yes 6/Y Purchase for member owned equipment
used with accessories for positive airway only.
devices, replacement only

A9280 Alert or alarm device, not otherwise Yes Purchase only for member owned
classified equipment.
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E0450-RR Volume control ventilator, without Yes LP-6, LP-10, PLV 100, PLV 102, Bear 33,
pressure support mode, may include PB2800, PB2801. PAR must include
pressure control mode, used with invasive equipment description. 1 item =1 month
interface (e.g., tracheostomy tube) rental.

E0457 Chest Shell (cuirass) Yes Must be provided if equipment is rented.
Purchase for member owned equipment
only.

E0459 Chest wrap Yes Must be provided if equipment is rented.
Purchase for member owned equipment
only.

E0460 Negative pressure ventilator, portable or Yes

stationary

E0461-RR Volume control ventilator, without Yes 1/M 1 item = 1 month rental
pressure support mode, may include
pressure control mode, used with non-
invasive interface (e.g. mask)

E0463 Pressure support ventilator with volume Yes 1M Members may receive up to 2 units per
control mode, may include pressure month if a backup ventilator is required.
control mode, used with invasive interface
(e.g. tracheostomy tube)

E0464 Pressure support ventilator with volume Yes 1M Members may receive up to 2 units per
control mode, may include pressure month if a backup ventilator is required.
control mode, used with non-invasive
interface (e.g. mask)

E0470 Respiratory assist device, bi-level Yes Requires sleep study with PAR. Rental
pressure capability, without back-up rate includes mask & headgear. Use A7030 for
feature, used with noninvasive interface, mask purchase. Use A7035 for headgear
e.g., hasal or facial mask (intermittent purchase. Requires Questionnaire #8 for
assist device with continuous positive adults over 21 years of age. .
airway pressure device)

E0471 Respiratory assist device, bi-level Yes Requires sleep study with PAR. Requires
pressure capability, with back-up rate Questionnaire #8 for adults over 21 years
feature, used with noninvasive interface, of age.

e.g., nasal or facial mask (intermittent
assist device with continuous positive
airway pressure device)

E0472 Respiratory assist device, bi-level Yes Requires sleep study with PAR. Rental
pressure capability, with back-up rate includes mask & headgear. Use A7030 for
feature, used with invasive interface, e.g., mask purchase. Use A7035 for headgear
tracheostomy tube (intermittent assist purchase. Requires Questionnaire #8 for
device with continuous positive airway adults over 21 years of age.
pressure device)

E0480 Percussor, electric or pneumatic, home Yes
model

E0482 Cough stimulating device, alternating Yes

positive and negative airway pressure
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E0483 High frequency chest wall oscillation air- Yes Requires Questionnaire #14.
pulse generator system, (includes hoses
and vest) each.
E0561 Humidifier, non-heated, used with positive | Yes Purchase for member owned equipment
airway pressure device only.
E0562 Humidifier, heated, used with positive Yes One-time purchase per provider per
airway pressure device member.
E0601 Continuous positive airway pressure Yes Requires sleep study with PAR. Rental
(CPAP) device includes mask & headgear. Use A7030 for

mask purchase. Use A7035 for headgear
purchase. Rental period of 60-90 days
must demonstrate 80% overall compliance
with a nightly average of at least five hours
before a purchase request will be
approved. Requires Questionnaire #8 for
adults over 21 years of age.

E0606 Postural drainage board Yes
S8185 Flutter device Yes
S8186 Swivel adapter Yes

Oxygen concentrators: Colorado Medicaid-Only Member and Medicare/Colorado Medicaid Dually
Eligible Member, POS-Home

E1390-RR Oxygen concentrator, single delivery port, | None
capable of delivering 85 percent or
greater oxygen concentration at the
prescribed flow rate

E1391-RR Oxygen concentrator, dual delivery port, None
capable of delivering 85 percent or
greater oxygen concentration at the
prescribed flow rate, each

E1392-RR Portable oxygen concentrator, rental None

Oxygen concentrators: Colorado Medicaid-Only Member and Medicare/Colorado Medicaid Dually
Eligible Member, POS-Nursing Facility

E1390-TT Oxygen concentrator, single delivery port, | None 1 item = 1 hour usage $167.67(or 729
capable of delivering 85 percent or units) per month maximum for
greater oxygen concentration at the concentrator/equipment.
prescribed flow rate

E1391-TT Oxygen concentrator, dual delivery port, None 1 item = 1 hour usage
capable of delivering 85 percent or 167.67 (or 729 units) per month aximum
greater oxygen concentration at the for concentrator/equipment.
prescribed flow rate, each

E1392-TT Portable oxygen concentrator, rental None 1 item =1 hour usage $167.67 (or 729

units) per month maximum for
concentrator/equipment.

NEBULIZERS, VAPORIZERS, SUCTION

A7000 Canister, disposable, used with suction None 1 unit = 1 canister
pump
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A7001 Canister, non-disposable, used with None 1 unit = 1 canister
suction pump

A7002 Tubing, used with suction pump None 1 unit = 1 tubing

A7003 Administration set, with small volume None
nonfiltered pneumatic nebulizer,
disposable

A7004 Small volume non-filtered pneumatic None 1 unit = 1 nebulizer
nebulizer, disposable

A7005 Administration set, with small volume None
nonfiltered pneumatic nebulizer,
nondisposable

A7006 Administration set, with small volume None
filtered pneumatic nebulizer

A7007 Large volume nebulizer, disposable, None 1 unit = 1 nebulizer
unfilled, used with aerosol compressor

A7008 Large volume nebulizer, disposable, pre- | None 1 unit = 1 nebulizer
filled, used with aerosol compressor

A7009 Reservoir bottle, non-disposable, used None 1 unit = 1 reservoir bottle
with large volume ultrasonic nebulizer

A7010 Corrugated tubing, disposable, used with | None 1 unit = 100 feet
large volume nebulizer, 100 feet

A7011 Corrugated tubing, non-disposable, used | None 1 unit = 10 feet
with large volume nebulizer, 10 feet

A7012 Water collection device, used with large None 1 unit = 1 device
volume nebulizer

A7013 Filter, disposable, used with aerosol None 1 unit = 1 filter
compressor or ultrasonic generator

A7014 Filter, non-disposable, used with aerosol | None 1 unit = 1 filter
compressor or ultrasonic generator

A7015 Aerosol mask, used with DME nebulizer None 1 unit = 1 mask

A7016 Dome and mouthpiece, used with small None 1 unit = dome and mouthpiece
volume ultrasonic nebulizer

A7017 Nebulizer, durable glass, or autoclavable | None 1 unit = 1 nebulizer
plastic, bottle type, not used with oxygen

A7018 Water, distilled, used with large volume None 1 unit = 1,000 ml.
nebulizer, 1000 ml

E0565 Compressor, air power source for None
equipment which is not self-contained or
cylinder driven

EO0570 Nebulizer with compressor None

E0571 Aerosol compressor, battery powered, for | None Deleted effective 1/1/2012.
use with small volume nebulizer

E0572 Aerosol compressor, adjustable pressure, | None
light duty for intermittent use

E0574 Ultrasonic electronic aerosol generator None
with small volume nebulizer
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E0575 Nebulizer, ultrasonic, large volume None
E0580 Nebulizer, durable glass or autoclavable | None
plastic bottle type for use with regulator or
flowmeter, each
E0585 Nebulizer with compressor & heater None
E0600 Respiratory suction pump, home model, None 1/M 1 unit = 1 month. Capped rental item.
portable or stationary, electric Rental includes suction tubing.
E1372 Immersion external heater for nebulizer None
K0730 Controlled dose inhalation drug delivery None
system
Respiratory care accessories, supplies & related services
Note: All belts, leads, pads, & tubing are included in the rental price. Items may be purchased only for
member-owned equipment.
A4481 Tracheostomy filter, any type, any size, None 1 item =1 filter
each
A4605 Tracheal suction catheter, closed system, | None
each
A4606 Oxygen probe for use with oximeter Yes 1 unit = 1 probe
device, replacement Non-disposable
A4608 Transtracheal oxygen catheter, each None 1 item = 1 catheter
A4611 Battery, heavy duty, replacement for None
patient owned ventilator, each
A4612 Battery cables, replacement for patient None
owned ventilator, each
A4613 Battery charger, replacement for patient None
owned ventilator, each
A4614 Peak expiratory flow rate meter, hand None
held
A4615 Cannula, nasal, each None Must be provided with rental equipment.
Purchase for member owned equipment
only.
A4616 Tubing (oxygen), per foot None
A4617 Mouthpiece, each None
A4618 Breathing circuits, each None
A4619 Face tent, each None
A4620 Variable concentration mask, each None
A4623 Tracheostomy, inner cannula None
(replacement only), each
A4624 Tracheal suction catheter, any type other | None 1 item = 1 catheter
than closed system, each
A4625 Tracheostomy care kit for new None
tracheostomy
A4627 Spacer, bag or reservoir, with or without None Includes aerochamber.

mask, for use with metered dose inhaler,
each
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A4628 Oropharyngeal suction catheter, each None 1 item = 1 catheter

A4629 Tracheostomy care kit for established None 1item = 1 kit.

tracheostomy Includes: soaking tray, gloves, instrument
tray, folded towel, forceps, gauze sponges,
cleaning brush, trach dressing, twill tape,
pipe cleaners, cotton tip applicators, and
hospital wrap. Do not bill included items
separately.

A7501 Tracheostoma valve, including None
diaphragm, each

A7502 Replacement diaphragm/faceplate for None
tracheostoma valve, each

A7503 Filter holder or filter cap, reusable, for use | None
with tracheostoma heat and moisture
exchange system, each

A7504 Filter for use with tracheostoma heat and | None
moisture exchange system, each

A7505 Housing, reusable without adhesive, for None
use in a heat and moisture exchange
system and/or with a tracheostoma valve,
each

A7506 Adhesive disc for use in a heat and None
moisture exchange system and/or with a
tracheostoma valve, any type, each

A7507 Filter holder and integrated filter without None
adhesive, for use in a tracheostoma heat
and moisture exchange system, each

A7508 Housing and integrated adhesive, for use | None
in a tracheostoma heat and moisture
exchange system and/or with a
tracheostoma valve, each

A7509 Filter holder and integrated filter housing, | None
and adhesive, for use as a tracheostoma
heat and moisture exchange system,
each

A7520 Tracheostomy,/laryngectomy tube, non- None 1 unit = 1 tube
cuffed, polyvinylchloride (PVC), silicone or
equal, each

A7521 Tracheostomy,/laryngectomy tube, cuffed,| None 1 unit = 1 tube
polyvinylchloride (PVC), silicone or equal,
each

A7522 Tracheostomy/laryngectomy tube, None 1 unit = 1 tube
stainless steel or equal (sterilizable and
reusable), each

A7523 Tracheostomy shower protector, each None 1 unit = 1 protector

A7524 Tracheostoma stent/stud/button, each None 1 unit = 1 stent/stud/button

A7525 Tracheostomy mask, each None
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A7526 Tracheostomy tube collar/holder, each None
AT7527 Tracheostomy/laryngectomy tube None
plug/stop, each
E0455 Oxygen tent excluding croup or pediatric | None
tents, each
EQ755 Electronic salivary reflex stimulator, intra Yes
oral/non-invasive, each
E1353 Regulator, each None Purchase for member owned equipment
only.
E1354 Oxygen accessory, wheeled cart for None Purchase for member owned equipment
portable cylinder or portable concentrator, only.
any type, replacement only, each
E1355 Stand/rack, each None Purchase for member owned equipment
only.
E1356 Oxygen accessory, battery pack/cartridge | None Purchase for member owned equipment
for portable concentrator, any type, only.
replacement only, each
E1357 Oxygen accessory, battery charger for None Purchase for member owned equipment
portable concentrator, any type, only.
replacement only, each
E1358 Oxygen accessory, DC power adapter for | None Purchase for member owned equipment
portable concentrator, any type, only.
replacement only, each
L8501 Tracheostomy, speaking valve, each None
S8100 Holding chamber or spacer for use with None
an inhaler or nebulizer; without mask
S8101 Holding chamber or spacer for use with None
an inhaler or nebulizer; with mask
S8189 Tracheostomy supply, not otherwise Yes Use for tracheostomy supplies when an
classified appropriate code is not available.
S8210 Mucus trap None
S8301 Infection control supplies, not otherwise Yes Use for cleaning solutions for respiratory
specified equipment.
S8999 Resuscitation bag (For use by patient on | None

artificial respiration during power failure or
other catastrophic event)

TENS OR NMES (TRANSCUTANEOUS OR NEUROMUSCULAR ELECTRICAL NERVE STIMULATOR) EQUIPMENT &

SUPPLIES — GENERAL USE

Note: TENS or NMES require 2-month trial rental before purchase. Requires Questionnaire #9.

A4595 Electrical stimulator supplies, 2 lead, per | None Purchase for member owned equipment
month, (e.g., tens, nmes) only. Use for 4 lead also.
A4630 Replacement batteries, medically None a4y

necessary, transcutaneous electrical
stimulator, owned by patient
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EO0720 Transcutaneous Electrical Nerve Yes
Stimulation (TENS) device, two lead,
localized stimulation
E0720-KH TENS, two lead, localized stimulation, Yes Use for 15t month trial rental only. All TENS
each rental requires PAR. 1st month rental
without PAR is not available. PAR is
required for both months. 1 item = 1 month
rental
E0720-KI TENS, two lead, localized stimulation, Yes Use for 2" month trial rental only. All
each TENS rental requires PAR. 1st month
rental without PAR is not available. PAR is
required for both months. 1 item = 1 month
rental
EO0730 Transcutaneous Electrical Nerve Yes
Stimulation (TENS) device, four or more
leads, for multiple nerve stimulation
E0730-KH Transcutaneous electrical nerve Yes Use for 15t month trial rental only. All TENS
stimulation device, four or more leads, for rental requires PAR. 1st month rental
multiple nerve stimulation without PAR is not available. PAR is
required for both months. 1 item = 1 month
rental
EO0730-KI Transcutaneous electrical nerve Yes Use for 2" month trial rental only. All
stimulation device, four or more leads, for TENS rental requires PAR. 1st month
multiple nerve stimulation rental without PAR is not available. PAR is
required for both months. 1 item = 1 month
rental
E0731 Form fitting conductive garment for Yes
delivery of TENS or NMES with
conducting fibers separated from the
patient's skin by layers of fabric, each
EQ744 Neuromuscular stimulator for scoliosis, Yes
each
E0745 Neuromuscular stimulator electronic Yes
shock unit, each
E0746 Electromyography (EMG), biofeedback Yes
device
EQ747 Osteogenesis stimulator, electrical Yes
noninvasive, other than spinal
applications
E0748 Osteogenic stimulator, noninvasive, spinal| Yes
applications
EO0760 Osteogenesis stimulator, low intensity Yes
ultrasound, non-invasive
E0762 Transcutaneous electrical joint stimulation | Yes

device system, includes all accessories
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E0762-KH Transcutaneous electrical joint stimulation | Yes Use for 15t month trial rental only. 1st
device system, includes all accessories month rental without PAR is not available.
PAR is required for both months.
1 item = 1 month rental
E0762-KI Transcutaneous electrical joint stimulation | Yes Use for 2" month trial rental only. 2nd
device system, includes all accessories month rental without PAR is not available.
PAR is required for both months.
1 item = 1 month rental
EO0770-KH Functional electrical stimulator, Yes Use for 1%t month trial rental only. 1st
transcutaneous stimulation of nerve month rental without PAR is not available.
and/or muscle groups, any type, complete PAR is required for both months.
system, not otherwise specified 1 item = 1 month rental
EO0770-KI Functional electrical stimulator, Yes Use for 2" month trial rental only. 2nd
transcutaneous stimulation of nerve month rental without PAR is not available.
and/or muscle groups, any type, complete PAR is required for both months.
system, not otherwise specified 1 item = 1 month rental
S8130 Interferential current stimulator, 2 channel | Yes New code effective 1/1/12.
S8131 Interferential current stimulator, 4 channel | Yes New code effective 1/1/12.
TRAPEZE, TRACTION & FRACTURE FRAMES — GENERAL USE
E0830 Ambulatory traction device, all types, each| Yes
E0840 Traction frame, attached to headboard, Yes
cervical traction
E0849 Traction equipment, cervical, free- Yes
standing stand/frame, pneumatic,
applying traction force to other than
mandible
E0850 Traction stand, free standing, cervical Yes
traction
E0855 Cervical traction equipment not requiring Yes
additional stand or frame
E0856 Cervical traction device, cervical collar Yes
with inflatable air bladder
E0860 Traction equipment, over door, cervical Yes
E0870 Traction frame, attached to footboard, Yes
extremity traction
E0880 Traction stand, free standing, extremity Yes
traction
E0890 Traction frame, attached to footboard, Yes
pelvic traction
E0900 Traction stand, free standing, pelvic Yes
traction
E0910 Trapeze bars (also known as "patient Yes
helper"), attached to bed, with grab bar
E0911 Trapeze bar, heavy duty, for patient Yes
weight capacity greater than 250 pounds,
attached to bed, with grab bar
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E0912 Trapeze bar, heavy duty, for patient Yes
weight capacity greater than 250 pounds,
free standing, complete with grab bar
E0920 Fracture frame, attached to bed, includes | Yes
weights
E0930 Fracture frame, free standing, includes Yes
weights
E0935-KR Continuous passive motion exercise Yes 7w Rental per day. First 14 days post-op
device for use on knee only maximum.
E0936 Continuous passive motion exercise Yes
device for use other than knee
E0940 Trapeze bar, free standing, complete with | Yes
grab bar
E0941 Traction device, gravity assisted, any type | Yes
E0942 Cervical head harness or halter, each Yes
E0944 Pelvic belt, harness or boat, each Yes
E0945 Extremity belt or harness, each Yes
E0946 Fracture frame, dual, with cross bars, Yes Balken, 4-poster
attached to bed
E0947 Fracture frame, attachments for complex Yes
pelvic traction
E0948 Fracture frame, attachments for complex | Yes
cervical traction
E1841-KR Static progressive stretch shoulder Yes 31/M Rental is per day.

device, with or without range of motion
adjustability, includes all components and
accessories

LYMPHEDEMA PUMPS & COMPRESSORS — SPECIALIZED USE

A4600 Sleeve for intermittent limb compression Yes
device, replacement only, each

E0650 Pneumatic compressor, non-segmental Yes
home model

E0651 Pneumatic compressor, segmental home | Yes
model without calibrated gradient
pressure

E0652 Pneumatic compressor, segmental home | Yes
model with calibrated gradient pressure

E0655 Non-segmental pneumatic appliance for Yes
use with pneumatic compressor, half arm

E0656 Segmental pneumatic appliance for use Yes
with pneumatic compressor, trunk

E0657 Segmental pneumatic appliance for use Yes
with pneumatic compressor, chest

E0660 Non-segmental pneumatic appliance for Yes

use with pneumatic compressor, full leg

Revised: 12/14 Page 97



COLORADO MEDICAL ASSISTANCE PROGRAM

DURABLE MEDICAL EQUIPMENT AND SUPPLIES PROVIDER REFERENCE MANUAL

Unit
Limits
Code Description PAR | Y=Year Comments
M=Month
W=Week
D=Day
E0665 Non-segmental pneumatic appliance for Yes
use with pneumatic compressor, full arm
E0666 Non-segmental pneumatic appliance for Yes
use with pneumatic compressor, half leg
E0667 Segmental pneumatic appliance for use Yes
with pneumatic compressor, full leg
E0668 Segmental pneumatic appliance for use Yes
with pneumatic compressor, full arm
E0669 Segmental pneumatic appliance for use Yes
with pneumatic compressor, half leg
E0671 Segmental gradient pressure pneumatic Yes
appliance, full leg
E0670 Segmental pneumatic appliance for use Yes 1Y For use with pneumatic compression
with pneumatic compressor, integrated, 2 device only when medical conditions exist
full legs and trunk that prevent the use of other appliances.
E0672 Segmental gradient pressure pneumatic Yes
appliance, full arm
E0673 Segmental gradient pressure pneumatic Yes
appliance, half leg
E0675 Pneumatic compression device, high Yes
pressure, rapid inflation/deflation cycle, for
arterial insufficiency (unilateral or bilateral)
E0676 Intermittent limb compression device Yes
(includes all accessories), not otherwise
specified
S8420 Gradient pressure aid (sleeve and glove Yes
combination), custom made
S8421 Gradient pressure aid (sleeve and glove Yes
combination), ready made
S8422 Gradient pressure aid (sleeve), custom Yes
made, medium weight
S8423 Gradient pressure aid (sleeve), custom Yes
made, heavy weight
S8424 Gradient pressure aid (sleeve), ready Yes
made
S8425 Gradient pressure aid (glove), custom Yes
made, medium weight
S8426 Gradient pressure aid (glove), custom Yes
made, heavy weight
S8427 Gradient pressure aid (glove), ready Yes
made
S8428 Gradient pressure aid (gauntlet), ready Yes
made
S8429 Gradient pressure exterior wrap Yes
S8430 Padding for compression bandage, roll Yes
S8431 Compression bandage, roll Yes
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WOUND THERAPY EQUIPMENT
E2402-KR Negative pressure wound therapy Yes Price includes equipment & all supplies. 1
electrical pump, stationary or portable unit = one day rental
Requires Questionnaire #12.
A9272 Wound suction, disposable, includes Con
dressing, all accessories and
componenets, any type, each
REHABILITATION EQUIPMENT = SPECIALIZED USE
A8000 Helmet, protective, soft, prefabricated, Yes
includes all components and accessories
A8001 Helmet, protective, hard, prefabricated, Yes
includes all components and accessories
A8002 Helmet, protective, soft, custom Yes
fabricated, includes all components and
accessories
A8003 Helmet, protective, hard, custom Yes
fabricated, includes all components and
accessories
A8004 Soft interface for helmet, replacement Yes
only
E0637 Combination sit to stand/table system, Yes
any size including pediatric, with seatlift
feature, with or without wheels
E0638 Standing frame/table system, one position| Yes
(e.g. upright, supine or prone stander),
any size including pediatric, with or
without wheels
E0641 Standing frame/table system, multi- Yes
position (e.g. three-way stander), any size
including pediatric, with or without wheels
E0642 Standing frame/table system, mobile Yes
(dynamic stander), any size including
pediatric
E1700 Jaw motion rehabilitation system Yes
E1701 Replacement cushions for jaw motion Yes
rehabilitation system, package of 6
E1702 Replacement measuring scales for jaw Yes
motion rehabilitation system, package of
200
E8000 Gait trainer, pediatric size, posterior Yes Use for adults also.
support, includes all accessories and
components
E8001 Gait trainer, pediatric size, upright Yes Use for adults also.

support, includes all accessories and
components

Revised: 12/14 Page 99




COLORADO MEDICAL ASSISTANCE PROGRAM DURABLE MEDICAL EQUIPMENT AND SUPPLIES PROVIDER REFERENCE MANUAL

Unit
Limits
Code Description PAR | Y=Year Comments
M=Month
W=Week
D=Day
E8002 Gait trainer, pediatric size, anterior Yes Use for adults also.
support, includes all accessories and
components

ORAL & ENTERAL NUTRITION, FORMULAS, EQUIPMENT & SUPPLIES — SPECIALIZED USE

Enteral formulas

B4100 Food thickener, administered orally, per Yes 1 unit = 1 ounce
ounce Use modifier BO.
B4102 Enteral formula, for adults, used to Yes

replace fluids and electrolytes (e.g. clear
liquids), 500 ml = 1 unit

B4103 Enteral formula, for pediatrics, used to Yes
replace fluids and electrolytes (e.g. clear
liquids), 500 ml = 1 unit

B4104 Additive for enteral formula (e.qg. fiber) Yes

B4149 Enteral formula, manufactured Yes
blenderized natural foods with intact
nutrients, includes proteins, fats,
carbohydrates, vitamins and minerals,
may include fiber, administered through
an enteral feeding tube, 100 calories=1
unit

B4150 Enteral formula; nutritionally complete Yes For oral administration use modifier -BO.
with intact nutrients, includes proteins,
fats, carbohydrates, vitamins and
minerals, may include fiber, administered
through an enteral feeding tube, 100
calories = 1 unit

B4152 Enteral formula, nutritionally complete, Yes For oral administration use modifier -BO.
calorically dense (equal to or greater than
1.5 kcal/ml) with intact nutrients, includes
proteins, fats, carbohydrates, vitamins
and minerals, may include fiber
administered through an enteral feeding
tube, 100 calories = 1 unit

B4153 Enteral formula, nutritionally complete, Yes For oral administration use modifier -BO.
hydrolyzed proteins (amino acids and
peptide chain), includes fats,
carbohydrates, vitamins and minerals,
may include fiber, administered through
an enteral feeding tube, 100 calories =1
unit
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B4154 Enteral formula, nutritionally complete, for | Yes For oral administration use modifier -BO.
special metabolic needs, excludes
inherited disease of metabolism, includes
altered composition of proteins, fats,
carbohydrates, vitamins and/or minerals,
may include fiber, administered through
an enteral feeding tube, 100 calories =1
unit
B4155 Enteral formula, nutritionally Yes For oral administration use modifier -BO.

incomplete/modular nutrients, includes
specific nutrients, carbohydrates (E.G.
glucose polymers), proteins/amino acids
(e.g. glutamine, arginine), fat (e.g.
medium chain triglycerides) or
combination, administered through an
enteral feeding tube, 100 calories = 1 unit

B4157 Enteral formula, nutritionally complete, for | Yes
special metabolic needs for inherited
disease of metabolism, includes proteins,
fats, carbohydrates, vitamins and
minerals, may include fiber, administered
through an enteral feeding tube, 100
calories = 1 unit

B4158 Enteral formula, for pediatrics, nutritionally| Yes
complete with intact nutrients, includes
proteins, fats, carbohydrates, vitamins
and minerals, may include fiber and/or
iron, administered through an enteral
feeding tube, 100 calories= 1 unit

B4159 Enteral formula, for pediatrics, nutritionally| Yes
complete soy based with intact nutrients,
includes proteins, fats, carbohydrates,
vitamins and minerals, may include fiber
and/or iron, administered through an
enteral feeding tube, 100 calories=1 unit

B4160 Enteral formula, for pediatrics, nutritionally| Yes
complete calorically dense(equal to or
greater than 0.7 kcal/ml) with intact
nutrients, includes proteins, fats,
carbohydrates, vitamins and minerals,
may include fiber, administered through
an enteral feeding tube, 100 calories=1
unit

B4161 Enteral formula, for pediatrics, Yes
hydrolyzed/amino acids and peptide chain
proteins, includes fats, carbohydrates,
vitamins and minerals, may include fiber,
administered through an enteral feeding
tube, 100 calories=1 unit
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B4162 Enteral formula, for pediatrics, special Yes
metabolic needs for inherited disease of
metabolism, includes proteins, fats,
carbohydrates, vitamins and minerals,
may include fiber, administered through
an enteral feeding tube, 100 calories =1
unit

B4164 Parenteral nutrition solution, Yes This item must be provided by the
carbohydrates (dextrose), 50% or less pharmacy using a valid NDC.
(500 ml =1 unit) - home mix

B4168 Parenteral nutrition solution, amino acid, Yes This item must be provided by the
3.5%, (500 ml = 1 unit) - home mix pharmacy using a valid NDC.

B4172 Parenteral nutrition solution, amino acid, Yes This item must be provided by the
5.5% through 7%, (500 ml = 1 unit) - pharmacy using a valid NDC.
home mix

B4176 Parenteral nutrition solution, amino acid, Yes This item must be provided by the
7% through 8.5%, (500 ml = 1 unit) - pharmacy using a valid NDC.
home mix

B4178 Parenteral nutrition solution, amino acid, Yes This item must be provided by the
greater than 8.5% (500 ml = 1 unit) - pharmacy using a valid NDC.
home mix

B4180 Parenteral nutrition solution, Yes This item must be provided by the
carbohydrates (dextrose), greater than pharmacy using a valid NDC.
50% (500 ml = 1 unit) - home mix

B4185 Parenteral nutrition solution, per 10 grams| Yes This item must be provided by the
lipids pharmacy using a valid NDC.

B4189 Parenteral nutrition solution; compounded | Yes This item must be provided by the
amino acid and carbohydrates with pharmacy using a valid NDC.
electrolytes, trace elements, and vitamins,
including preparation, any strength, 10 to
51 grams of protein - premix

B4193 Parenteral nutrition solution; compounded | Yes This item must be provided by the
amino acid and carbohydrates with pharmacy using a valid NDC.
electrolytes, trac